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REPORT ON HOSPITAL BUILDING 


BY 


A. LAWRENCE ABEL, M.S., F.R.C.S. 


AND 
WALPOLE LEWIN, M.S., F.R.C.S. 


The Central Consultants and Specialists Committee 
invited Mr. Abel and Mr. Lewin to investigate the 
problem of the increasing inadequacy of hospital 
buildings. Their report, which has been approved by 
the Council and the C.C. and §. Committee, is published 
below. The hospital building programme, they say, has 
patiently taken its place in the queue for 10 years and 
should now have much higher priority. 


Introduction 


In April, 1958, the Executive of the Central 
Consultants and Specialists Committee invited us to 
prepare a preliminary report on hospital building based 
upon information obtained with the help of the regional 
consultants and specialists committees. This proposal 
was subsequently confirmed by the Central Consultants 
and Specialists Committee at its meeting later that 
month. We sent a letter to the secretaries of all regional 
committees on April 24, 1958. 


Over the last months several reports have been sent 
to us on hospital building from regional committees, 
from medical committees, and from individuals, and we 
would like to take this opportunity of thanking those 
who have helped so promptly and who in many 
instances have furnished reports which had clearly 
involved much work and time. We also had the 
opportunity of discussions with the administrative side, 
and we would like to draw attention to the ready way 
in which they have responded with useful suggestions. 
It was apparent that all were anxious to expedite hospital 
building. Reference has also been made to relevant 
reports on hospital building from the Ministry of Health, 
the Guillebaud report, and other sources. 

The report that follows is illustrated by, and to a large 
extent based on, the information that has come to hand. 
The opinions and conclusions, however, are our own and 


are submitted as a basis for discussion. We have not 
referred to individual hospitals and boards by name, 
since in some instances the information supplied was 
confidential. 

Situation in 1948 


The situation on the appointed day in 1948 was that 
1,143 voluntary hospitals with some 90,000 beds were 
taken over by the N.H.S. in England and Wales and 
1,545 municipal hospitals with about 390,000 beds. In 
Scotland 191 voluntary hospitals with about 27,000 beds 
were taken over and 226 municipal hospitals with some 
37,000 beds.* It was not a rich heritage. Two-thirds 
of these hospitals had been originally erected before 
1891 and 21% before 1861. Many hospitals at that 
time were in bad repair, not due to age alone, but to 
lack of maintenance, and to the effects of bombing. 
During the war, then recently concluded, the voluntary 
hospitals had raised little money and their funds were 
seriously depleted; and local authorities had not 
unnaturally deferred their plans because of an 
impending National Health Service. In addition, some 
non-teaching hospitals found, on the appointed day, that 
their endowment funds, much of which had been 
earmarked for hospital development and building, were 
transferred to central funds. Moreover, with the 
establishment of the National Health Service it was not 
possible for hospitals to claim money for war damage 
from the War Damage Commission. 


At the onset of the Service, therefore, it was clear that 
a major development scheme was urgently required if 
the aims of the National Health Scheme were to be 
attained. How little it has been found possible to do 
during the first 10 years is unhappily only too apparent. 


Before discussing the events of the last 10 years it is 
pertinent to note what was spent on hospital building in 
the years preceding the war. At that time some £10m. 
per year were spent on new hospitals and major 
extensions, which represented some 32% of hospital 
capital expenditure (the Middlesex County Council, for 
example, between 1929 and 1939 spent 30% of its 
hospital revenue on capital development). This may 
be compared with the capital expenditure of £9m. per 
year in the years 1948-53 which represented only 10.2% 
of hospital capital expenditure. Even the recently 
proposed increases of hospital capital expenditure for 


*In 1957 there were 477,000 available staffed beds. 
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1958-9 of £22m. is less in terms of value of money than 
what was being spent annually on hospitals before the 
National Health Service. The small amount spent on 
new buildings in recent years can also be expressed 
differently by drawing attention to the fact that in 1939 
hospital capital expenditure represented 19.6% of 
current expenditure, whereas in 1952-3 it was only 
4.1%. This may be compared to the percentage quoted 
for the U.S.A. of 23.4% (Report of the Committee of 
Inquiry into the Cost of the National Health Service 
(Guillebaud Committee), paragraph 65). 


First Ten Years of the N.H.S. 


In the first 10 years of the National Health Service 
£100m., or about £10m. a year, has been spent in that 
time on improvements ; and, to quote the Parliamentary 
Secretary to the Ministry of Health, “7% of this on 
out-patient and casualty departments, nearly 20% on 
special departments including operating theatres, on 
engineering services 16%, 18% on ward accommodation 
and over 14% on major extensions.” 

During this period no new general or mental hospital 
has been built. However, a few large extensions of 
existing hospitals have been made, such as at Oxford, 
Middlesbrough, and some mental deficiency hospitals, 
and parts of new mental deficiency hospitals at Greaves 
Hall and Balderton Hall have been completed. More 
recently building of new general hospitals has begun 
at Hensingham, Swansea, Swindon, and Huddersfield. 
Site works are in progress for new hospitals at Welwyn, 
Harlow, and Cambridge. Many of these developments 
have taken place in the last two or three years. In 1956 
major extensions and preparations for new hospitals 
accounted for 22.9% of hospital capital expenditure. 
Of this 46.9% was for general hospitals. The Minister 
of Health said in May, 1958, that 80 hospital schemes 
were in progress or selected for planning, six new 
hospitals were begun and ten more were being planned. 
By the end of 1958-9, schemes in progress would cost 
£30m. In addition several minor schemes were being 
undertaken by boards. 

Nevertheless, an average annual expenditure over the 
last 10 years of £10m. and the proposed £22m. for 
1958-9 in terms of value of money and what it will 
build is pitifully small compared with what has to be 
done. 

The main reason for the very limited amount of 
money available so far for hospital building is evident. 
With limited materials and a strained economy in the 
post-war years, the nation had to decide its priorities. 
The profession would be the first to agree that adequate 
housing and proper provision for education are prime 
needs in a country’s economy. They have certainly 
received full attention in the post-war years. Thus 
the rapid building of houses up to 350,000 a year has 
now made this no longer a major issue. The London 
County Council, for example, has spent since the end 
of the war £190m. on housing. Similarly in education 
new schools have been built at a cost of about £50m. 
per year. Indeed, in 1958-9 nearly £70m. has been 
spent on education and for 1959-60 a figure of £684m. 
is estimated. In one county alone 102 new schools have 
been built since the war at a total cost of £8m. 

Efficient medical care, however, and proper facilities 
for carrying it out must go hand in hand with adequate 
housing and full provision for education. The hospital 
building programme has patiently taken its place in the 


queue for ten years and should now receive much higher 
priority. The number of beds fell from 544,000 in 
1948 to staffed beds of 477,000 in 1957, whereas the 
population in that time had risen from 48,500,000 to 
50,000,000. 


Inadequate Hospitals 

In many instances the accommodation and facilities 
offered, although acceptable 50 years ago, are no longer 
so to-day. This country can justifiably claim to be in 
the forefront of medical advances. Nevertheless its 
hospital buildings compare unfavourably with those of 
many other countries. 

The rapid advances in medicine and surgery since the 
war have thrown an additional strain on hospital 
buildings already inadequate. The doctor in this 
country has long been a master of improvisation with 
inadequate resources, but the limit is about reached. 
One glaring example of this is the growing anxiety about 
sepsis in the wards and theatres. Many of our operating 
theatres are still not air-conditioned, which, with modern 
surgery, should be an essential of any operating theatre. 
Few wards have dressing-rooms attached to them, and 
the idea of an air-conditioned dressing-room is still in 
its infancy. The range of surgery now possible and the 
rise of antibiotic-resistant strains of organisms has made 
the control of sepsis all the more important, and yet 
few wards in this country have facilities for the proper 
isolation of cases. Outbreaks of sepsis in wards are 
now more frequent. Overloaded waiting-lists have 
stimulated a high bed-occupancy, but with our present 
antiquated resources this raises the risks of infection, 
both in wards and in theatres, and the risk of increased 
morbidity with longer illness and convalescence and 
greater loss of earnings and even sometimes loss of life. 

Over the last 10 years the number of patients treated 
has risen by nearly 30%. While every endeavour has 
been made to reduce a patient's stay in hospital and the 
most efficient use has been made of beds, much more 
efficient work and at less cost could be done in more 
adequate and more modern hospital buildings. It is 
well to realize that there is an optimum bed-occupancy 
which must depend for its efficiency on the type of case, 
turnover, and in particular on the staffing in any unit, 
and that the high figures sometimes achieved may be 
dangerous if these factors are not fully considered. 

The waiting-lists should also be considered with 
reference to the need for more hospital building. 
Although every endeavour is made to ensure that the 
waiting-time for urgent cases and for rapidly advancing 
conditions which require treatment, such as cancer, is 
short, there are still unfortunately many exceptions. But 
a country spending over £400m. a year on a hospital 
service should also consider many other conditions 
which affect health and efficiency, such as hernia, 
haemorrhoids, varicose veins, and genito-urinary 
conditions. The waiting-list for these complaints is 
often two years or more, and from the point of view of 
the country’s economy earlier treatment of these less 
urgent problems should be a major aim. No less 
important is it to ensure facilities for early treatment 
of some psychoneurotic illnesses. 

The standard of living of the population as a whole 
has risen considerably in recent years. Some hospital 
buildings and facilities have not kept pace with this. 
Main meals should be well cooked, hot, and well 
served; there should be adequate bathrooms and 
lavatories attached to the wards: modern washing 
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facilities should be available and privacy should be easy 
to obtain. Although a ward arrangement seems 
generally accepted some additional facilities should be 
available for those patients who are seriously ill. These 
surely are basic ward requirements, but many of our 
hospitals have still to attain them and in many instances 
cannot possibly do so in present buildings. 

The cost of the Health Service is a constant worry, 
but more people are recognizing the fact that some of 
this cost is due to the enforced and uneconomic use of 
outworn buildings, and many of our correspondents have 
given illustrations of this. 


Example 1.—A special hospital where £1m. will be spent 
on extensions to an already obsolete building because money 
is not forthcoming for a completely new hospital. But after 
this there will still not be an efficient hospital commensurate 
with the work to be done. 

Example 2.—In a trio of specialist hospitals, all near 
each other and working as one hospital, everything is 
triplicated, including theatres and staff. Nursing staff are 
housed in hostels near by. A site where the three hospitals 
could be joined is occupied by the Ministry of Works as 
a furniture store. 

Example 3.—A hospital is now building a wooden shed at 
a cost of several thousand pounds to house an extension of 
an x-ray department. 


Everyone who has examined this problem has 
concluded that unless capital expenditure bears a relation 
to current expenditure then the service must become 
more costly and less efficient. Cheap buildings and 
temporary constructions prove extremely costly to 
maintain. It has been estimated that £1m. spent on 
modernization schemes involves an extra £400,000 in 
subsequent running costs, whereas £1m. spent on new 
hospital building leads to only £150,000 extra in running 
costs (Guillebaud Committee report, paragraph 315). 

A further factor has been increasingly evident over 
the last 10 years. To run a hospital demands a large 
number of auxiliary staff* of all kinds. In a period of 
full employment, and with wages in Government 
departments lagging behind those offered in industry, it 
follows that not only is this labour short, but that what 
labour there is must be used to the best economic 
advantage. Such is not the case at present. In many 
hospitals the siting of the various wards and ancillary 
departments is such that porters spend too many hours 
transporting patients. One hospital instanced that the 
wards were several hundred yards from the x-ray and 
pathological departments. Between the surgical wards 
and these departments is a slope of 1 in 6. The man- 
power required merely to transport the patients is very 
considerable. In a records department, for example, 
the space at present available allows only two to sit at 
any one time, the remaining four members of the staff 
having to stand. When examples like this are obtained 
by simple inquiry, one wonders how often they can be 
multiplied over the country. It is not so much more 
beds or pairs of hands that are required but up-to- 
date buildings constructed for present-day medicine, and 
not for medicine of 100 years ago. 

The preceding paragraphs have outlined some of the 
effects of the lack of hospital building in recent years ; 
the inadequate amenities for the patients by present- 
day standards: the hours of working time lost to the 
country because of inadequate hospital building either 


*The National Health Service as a whole employs a labour 
force of over half a million people. There are 155,000 nurses 
and 32,000 clerks and administrators. 


in out-patient departments or in wards, leading to long 
waiting-lists ; the increasing costs of trying to maintain 
obsolete buildings ; the wasteful use of the limited staff 
available because they have to work in overcrowded and 
badly sited conditions. 


When to Build 


There have been, however, the two benefits of time 
and experience. The profession and the administrators 
have had 10 years in which to gain experience of the 
National Health Service and to plan hospital services 
for the future. These years have not been wasted. 
Most hospital committees have prepared plans for 
further development. Boards of governors and regional 
hospital boards up and down the country have plans 
well outlined and ready for implementation. Some of 
the early planning was hurried and immature, and would 
in the light of subsequent experience have proved 
unsuitable. Ten years of experience of the working of 
the National Health Service has given boards a better 
understanding of the medical needs of the population 
in its varied concentrations. Boards are now in a 
position to be able to build wisely. 

Another largely unforeseen factor has been the extent 
of medical advances in the last decade. Many 
sanatoria if built ten years ago would not now be used 
for their original purpose. Developments in other 
specialties have revealed a need for new building. For 
example, the demands for specialist surgery, orthopaedic 
and traumatic, thoracic, plastic and neurological surgery 
have increased by over 70%. General medicine and 
general surgery have increased by only a little over 20%, 
and paediatrics has actually decreased by 11%. New 
techniques in radiotherapy may result in a major 
revision of plans for radiotherapy units throughout the 
country. Future requirements can never be fully 
known, and the evidence of the last 10 years shows that 
some building ideas have become outmoded and that 
whatever is built must be adaptable. 

Valuable reviews made by boards and others have also 
shown how hospital services are used. Two-thirds of 
the work of radiological departments and one-third of 
the work of pathological departments are concerned 
with out-patient and casualty work. Moreover, only a 
little over one-quarter of all out-patients who attend 
hospital subsequently need admission. This figure would 
certainly fall if out-patient departments were equipped 
with more facilities for diagnostic procedures and with 
day recovery beds. These studies have shown the need 
to build adequate out-patient and casualty departments 
with departments of pathology and radiology sited 
near to them rather than to build for a large number 
of beds. 


It can be said, therefore, that not only is there now, as 
there was in 1948, an urgent need greatly to enlarge our 
hospital building programme, but that we know far 
more clearly what we want to build and where we want 
to build it. We are ready for action. 


Where to Build 


Everything cannot be done at once. The first priority 
would seem to be to ensure that in every natural area 
of population there is one efficient general hospital 
with a 24-hour resident medical and nursing staff. 

Although we need new hospitals this does not 
necessarily mean that we need more hospitals. It may 


7 
— 
ie 
: 
2 
! 
| 


712 Aprit 4, 1959 


be that more old hospitals need to be pulled down than 
new ones built. In many of the larger towns of, for 
example, 50,000-200,000 population, there are already 
at least two large hospitals, one the old voluntary 
hospital and the other the local authority hospital. 
They may be near each other and doing similar work, 
but in neither is the service complete. Most of them 
have plans for development. But in many instances 
the future lies not in individual development but in 
fusion into one area hospital either on a new site or 
on the site of one of them. 

Area hospitals would work in close conjunction with 
the smaller peripheral cottage hospitals, referred to 
below, and with specialist units usually sited near 
to or within the teaching hospital of the region. 
Teaching hospitals would also become area hospitals. 
Only in this way will it be possible for them to obtain 
the teaching material required for the instruction of 
students in the main facets of medicine which they 
will encounter after qualification. The idea of a 
teaching hospital divorced from an area commitment is 
outmoded. The siting of these area hospitals is one of 
deep concern to the medical profession, because rational 
hospital planning must mean in some instances that 
certain hospitals should close down. Local feeling 
naturally runs high over such matters, but it is the 
responsibility of the profession to promote unity rather 
than division in planning to the best economic 
advantage. 

The new towns and the new areas of population 
where there is not already a hospital service should 
have first priority. Hospital planning has lagged behind 
in the development of the new towns. In one expanding 
area, for example, which is still awaiting its new 
hospital, four new permanent churches complete with 
schoolrooms have already been built. 

Some regions have already realized that an area 
concept for new hospitals is the logical next step. One 
doctor writes to say that if a new general hospital were 
built in his area it could lead at once to the closure of 
four smaller hospitals and the limitation of the functions 
of a further six, leading to a considerable saving in 
maintenance costs. At present serving its population 
of 152,000 are 12 hospitals with an expenditure of over 
half a million pounds a year. 

The repercussions on medical and lay staff of changes 
which will be necessary in any building programme will 
require to be taken into account so that the interests of 
the individual are safeguarded. 

The position of the smaller hospitals (including 
cottage hospitals) has also to be considered: they have 
grown up for various purposes and for different reasons. 
Some, because of geographical reasons, are serving a 
small community widely separated from the next. 
Although in the last 30 years transport has lessened this 
problem, there are still parts of the country where these 
smaller hospitals are the only practical solution for the 
community. Many, even though near to a bigger 
hospital, serve a valuable purpose in carrying out much 
of the routine work. 

Sight should not be lost of the great value of local 
voluntary effort which can be brought into play in these 
local hospitals and of the various benefits to patients 
which stem from the fact that their relatives live near by 
and can help by visiting and in other ways. It is clear 
that in the immediate future at least there will be 
insufficient money to provide a full hospital service in 
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the immediate Vicinity of every small community. Nor, 
with modern transport, is this necessary. 


The future of cottage hospitals should be part and 
parcel of the essential role of the general practitioner in 
the hospital service. . If the hospital service restores to 
the general practitioner that part of its work which is 
really his, then the cottage hospital can be effectively 
used. Further, the main hospitals will be relieved of 
much of the work which, sometimes from their own 
fault, causes congestion in their out-patient departments 
and wards. These smaller hospitals could be serviced 
almost entirely by general practitioners, with visits as 
necessary by the consultants from the area hospitals. It 
is not suggested, except in certain areas for geographical 
reasons, that these hospitals should be upgraded to take 
on major medicine and surgery, but they would provide 
a broadening of the G.P. service by allowing 
practitioners to treat their own patients in hospital and 
also to carry out many of the more straightforward 
investigations which at the moment are often 
unnecessarily referred to a main hospital. A general 
practitioner would also have beds for maternity work in 
these hospitals. To encourage these smaller hospitals in 
the future to concentrate more on this work, and 
therefore essentially to become _ general-practitioner 
hospitals, is one of the main methods of reintegration of 
the G.P. into hospital work. 


Although many of these smaller hospitals also need 
money for improvements, it is unlikely that they can take 
a high place in the queue until the essential area services 
have been satisfied. It is here, however, that local 
voluntary effort can still do much and can be encouraged, 
and certainly would be encouraged, if this concept of 
there being general - practitioner hospitals for the 
community were more widely developed. This is already 
the case in some instances. In one hospital, for example, 
the people of a small town have raised not only the money 
but a volunteer labour force to build a new casualty 
department, and in another cottage hospital a new wing 
has been built with voluntary money. Indeed, this was 
the only communication we have received so far which 
ended that “this hospital has no building demand to 
make at all.” 


The mental and mental deficiency hospitals, which 
provide 44°%, of the total beds in the National Health 
Service, constitute a special! and difficult problem. The 
high number of beds in relation to their turnover 
reflects their important custodial function. In recent 
years, however, the development of new techniques and 
the increasingly sympathetic attitude of the public to 
mental illness has greatly increased and will increase 
further the number of patients who seek early treatment 
and respond favourably. A reorientation of our present 
psychiatric service is urgently required. Most mental 
hospitals are antiquated in structure and design. They 
are too big to be efficient therapeutic units and are 
seriously overcrowded. Those which are antiquated 
should be demolished and new and small hospitals built. 
Those capable of being brought up to date should be 
renovated and suitably adapted. The more active 
approach to mental illness also requires greater 
integration with the general body of medicine. 
Psychiatric units with in-patient and out-patient services 
should be set up in general hospitals, including the 
teaching hospitals. In association with these there should 
be developed day and night hospitals and short-stay 
units which could form a bridge between the general 
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and mental hospitals and do much to encourage patients 
to seek early psychiatric help. If these services could 
be provided then the need for large mental hospitals in 
the future might well be less, especially if some patients 
at present in mental hospitals but who do not require 
psychiatric treatment could be cared for elsewhere. For 
example, in 1954 a Ministry of Health survey showed 
that 10,000 old people who could be cared for elsewhere 
were in mental hospitals. Nevertheless, in _ this 
reorientation of mental services it should not be 
forgotten that, with an ageing population and until a 
cure for schizophrenia is found, the need for a large 
number of long-stay beds will continue and better 
accommodation for these must be provided. 

It is not out of place here to mention a major obstacle 
in the development of a programme such as outlined 
above, and that is the lack of trained psychiatric staff. 
With smaller and more variable units it is likely, 
particularly in the short-stay units, that general 
practitioners would have a place in the staffing structure, 
but the need for a training programme for psychiatric 
staff and nurses in association with any building 
programme for our mental services is apparent. 

It may be useful to comment on the part the 
local authority should be asked to play in the hospital 
building programme. One of its first essentials should 
be the building of homes for old people. This alone 
would relieve the mental hospitals of some of their 
patients and would make it easier for other hospitals to 
discharge patients who are there on account of age 
rather than sickness. Old people’s homes, with resident 
wardens, are much cheaper than hospital beds. In one 
county 17 old people’s homes have been built at a cost 
per bed of £610 and a maintenance cost of only £4 7s. 6d. 
per week. Homes and hostels for patients fit to 
be discharged from mental deficiency hospitals, but 
— some care and supervision, could be a further 
relief. 

Another field in which the local authority could help 
would be a further extension of its home nursing service. 
If the general practitioner had a larger home nursing 
service, and beds in a local or cottage hospital, he would 
be able to do very much more and often obviate 
admission to a main general hospital. 

One recent survey by the Nuffield Foundation 
Suggested that, in one hospital, one-quarter of the 
patients in medical wards could have been treated at 
home or in the out-patient department if facilities had 
been available. And that if the general practitioner had 
better opportunities for diagnosis fewer patients would 
have had to be sent to the out-patient department. The 
Graylingwell experiment has shown that similar results 
can be achieved in the mental field. 


What to Build ‘ 

The last 10 years has seen much work by the Ministry 
of Health, the Nuffield Provincial Hospitals Trust and 
others on modern ideas of hospital planning. One 
essential criterion is that any new hospital must readily 
lend itself to adaptation and possible extension, and that, 
however desirable it may be architecturally to build a 
complete hospital, it cannot be accepted if it does not 
allow flexibility in future planning. Enough has been 
said already to show that we should build for the future, 
even though in medicine the future can never be fully 
foreseen. 

The medical staff has also to accept flexibility in the 
arrangement and number of beds within the hospital. 


It has been suggested that one ward in any major 
hospital should be a fallow ward, to allow for more 
efficient cleaning of the regular wards and to provide 
for any temporary expansion of a particular unit. The 
number of beds required for one specialty in 1960 may 
not be the same in 1970. Further, although we favour 
individuality in the design of hospitals, it is equally clear 
that enough hospitals will not be built sufficiently quickly 
unless some basic designs are accepted. To build a 
tailor-made hospital for each area to fit the individual 
whims of consultants can lead not only to delay but, 
as not infrequently happens, to an arrangement which 
proves more an embarrassment than a help to their 
successors. If we are to insist on a phase of rapid 
expansion we may also have to accept the idea of 
ordering a shell ward or out-patient unit, it then being 
left to local planning to adjust it to their particular 
requirements. 

Planning tends to place emphasis on wards and out- 
patient departments, but the proper siting of kitchens 
and linen stores can assist not only in providing 
additional comfort in the hospital but in reducing 
maintenance and running costs. 

From the beginning a well-equipped nurses’ home, 
with flatlets for trained staff, should be provided. The 
hospitals have to compete for the services of young 
women in a limited market, and proper residential 
arrangements must be made for them. The same applies 
to resident medical staff, for whom married quarters 
must be provided. ; 

The need for full out-patient facilities with adequate 
consulting-rooms and simple out-patient operating 
facilities and day recovery beds has already been 
mentioned. If these departments are properly planned 
considerable saving of hospital beds will result. 

It is difficult to estimate how many hospital beds will 
be needed in the future. In the Guillebaud Report it 
was estimated that, on the assumed increase of 
population, by 1972 an additional 21,000 beds would 
be required, which, after adjustment for age and sex, 
would rise to 51,000. There are several reasons, 
however, which may make this estimate over-generous, 
and in fact events may not call for any material 
increase. Experience in hospital suggests that if many 
of the recommendations mentioned above could be 
implemented there would be far less call on hospital 
beds. In new hospitals the beds could be used far 
more economically than they are in hospitals at present. 
Whatever may be the true answer the evidence does not 
justify the assumption that a considerable increase in 
the number of beds is required. The first requirement 
is to ensure that the existing number of beds are 
suitably sited and housed. 

There has already been evidence of hospital 
extensions being built where there is not the staff 
locally to run them. Even should there be evidence 
in the future calling for more hospital beds, it should 
first be ascertained that there is the necessary additional 
staff, both lay and medical, to staff them properly. 
These are added reasons for making sure that out- 
patient facilities at the new hospitals are adequate, and 
that general practitioners are given the fullest facilities 
and encouragement to care for their patients in their 
homes and in the cottage and other hospitals and also 
have ready access to routine investigation. 

The area hospitals should also contain some beds for 
mental illness and some for the chronic sick. Some 
cases of mental illness require, at least in their diagnostic 


} 
j 
> 
= 
t 
ok, 
* 
y 
ba 
e 
r 
y 


114 Aprit 4, 1959 


REPORT ON HOSPITAL BUILDING 


SUPPLEMENT To THE 
British MEDICAL JOURNAL 


phase, the full facilities of a general hospital ; and in 
geriatric practice such complications as _ surgical 
emergencies may require hospital facilities. It is 
wasteful to have all these services at mental and 
geriatric hospitals, whereas an active unit for each in 
the general hospital would be more satisfactory for 
all concerned. Indeed, if this were established, and 
the local authority could provide the facilities for old 
people, the geriatric service could expand outside 
hospitals instead of inside large geriatric hospitals.* 

Consideration should also be given to the cost of 
different types of bed within an area hospital. In any 
hospital there are always a number of patients who, 
for a period at least, do not require the full acute nursing 
facilities. There are, for example, patients waiting 
between two stages of an operation and who cannot 
for some reason return home; or others who have 
had acute treatment and necessarily have to remain in 
hospital under observation for some further weeks ; 
or ambulant patients having daily treatment in some 
department of the hospital. It has been estimated that 
no less than 30% of patients in some hospitals fall into 
one of these categories. It may be therefore that in 
future hospital planning a section of the hospital should 
be run more on a hotel principle with the advantages 
of a cafeteria system and basic supervision only. It has 
been estimated that the cost of such a bed could be as 
low as £5 10s. per week. This suggestion should receive 
serious consideration in future planning. 


Cost 


The evidence from all parts of the country suggests 
that numbers of well-thought-out schemes for hospital 
development are ready for implementation. The 
present level of expenditure is clearly inadequate for 
what has to be done. Even the cautious approach of 
the Guillebaud Committee mentioned £30m. per year 
in terms of 1955 value of money as the minimum 
required for replacement costs of hospitals, and this 
level has not been reached. What expenditure is 
required? The requirements of regions differ 
considerably. In one region, whose buildings are 
perhaps better than most, it is considered realistic to 
estimate that one-third of the present beds require 
replacement to provide a reasonably efficient hospital 
service for that region. This replacement is needed 
because the beds are in obsolete buildings, cannot be 
run efficiently, do not satisfy the needs of modern 
medicine, or are badly sited in relation to the popula- 
tion. To do this over Great Britain, and including 
some provision for teaching hospitals, would need an 
expenditure of £750m.t If spread over 10 years, the 
capital project being increased from its present £22m. 
to £75m. a year, such expenditure would lead to 
substantial lowering of running costs and would go 
far, within the limitations set out in this memorandum, 
to establishing a basic acceptable standard for hospital 
building in the country. 


Conclusions and Recommendations 


The purpose of this proposed 10-year plan is to 
provide over the country an efficient hospital service 


*At the end of 1957 there were 10,700 on the waiting-lists for 
the 57,600 chronic sick and geriatric beds in England and Wales. 

tThis figure is based on an average of £4,000 a bed. It is 
known that some special hospitals may cost about £8,000 a bed, 
and, on the other hand, some long-stay hospital beds are much 
cheaper than £4,000. We felt, therefore, that £750m. was a 
realistic figure at present-day prices. 


for every natural area of population. Although some 
expansion of beds may be necessary in certain areas, 
a major expansion is not envisaged. The main aim 
would be to reorganize the existing service. If proper 
out-patient facilities with day recovery beds are planned, 
if the local authority takes firmly into its hands the 
provision for old people, and if the general practitioner 
is provided with the home nursing and local hospital 
facilities which he can well use, then the number of beds 
necessary in fully staffed general and special hospitals 
might even become less. 

The first inclination in a matter of this kind is to 
ask for a national review of our present hospitals. In 
our view such a proposal would be time-consuming and 
unnecessary. The last review, published in 1945, 
involved the work of 10 surveying teams and showed 
the poverty of hospital buildings. Since then the 
regional hospital boards have more effectively studied 
their regions and now know their requirements. A 
correlating committee to decide on priorities and the 
basic aims of hospital building is the most that would 
be needed. Detailed planning should be left in the 
hands of boards of governors or regional hospital 
boards. The essential requirement at this stage 
is a Government decision that capital expenditure 
on hospital building for approved schemes can 
reach £750m. over the next 10 years. This policy 
would still require boards to plan efficiently and 
economically. 

The proposed amount of capital expenditure for 
hospital building in 1959-60 is £22m. and in 1960-1 is 
£254m. 

We recommend (1) that the Central Consultants and 
Specialists Committee should press for a substantial and 
immediate increase in capital allocation for hospital 
buildings ; (2) that it should recommend through the 
B.M.A. and the Joint Consultants Committee that an 
approach at Cabinet level be made for this increase ; 
(3) that the approved memorandum be passed to the 
G.M.S. Committee ; and (4) that through the B.M.A. 
the concern of the whole profession at the state of our 
hospital buildings and our proposals for the future 
should be made known. 

Frequent reference has been made in this report to 
general practitioners. The hospital service is as much 
their concern as of those working in it, and we would 
welcome their comment and advice. 

One final word. A risk in a subject of this kind is 
that valuable time can be wasted in examining detail 
which is properly the concern of the Ministry of Health 
or of boards of governors and regional hospital boards. 
We should seek that the principle of a substantially 
increased capital allocation be accepted and put into 
operation now. 


We would like to thank Dr. Stephen Hadfield, Assistant 
Secretary, B.M.A., for his help in the preparation of this 
report. 


At a meeting of the North of England Branch in February a 
presentation was made to Dr. T. S. Blaiklock, president of the 
Branch, who retired from the secretaryship last year. Mr. 
Weldon Watts, immediate Past-president of the B.M.A., took the 
chair and described Dr. Blaiklock’s great work for the Branch, 
which was one of the most active in the Association. He 
presented him with a bookcase, a set of brushes, and a tray as @ 
token of gratitude from his colleagues in the North of England. 
In accepting the gifts, Dr. Blaiklock emphasized the importance 
of the Association and the duty of every member towards it. 
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THE PHYSICIAN’S PART IN 
HOSPITAL PLANNING* 


BY 


G. E. GODBER, D.M., F.R.C.P., D.P.H. 
Deputy Chief Medical Officer, Ministry of Health 


Hospital planning consists of two main elements—the 
estimation of the needs of a given population for service, 
and the actual planning of the physical structures in 
which that service is to be given. Much thought has 
been given to the second of these elements over many 
years, and we have the product of that thinking around 
us in every large town, but the first has had relatively 
little attention, although in a National Health Service 
it must assume the greater importance. 


Early Planning for Community Services 


Before 1939 there had been community plans for some 
special types of hospital provision—for instance, for 
mental illness or infectious diseases—but this separate 
planning for specialized services was in itself an 
impediment to the sound development of a 
comprehensive hospital service. Between 1939 and 1945 
there was seme integration for the Emergency Medical 
Services to provide for the needs of war, and as a 
by-product there were some valuable developments for 
future peacetime needs, but the most significant 
contribution was a series of surveys of hospitals covering 
the whole country and sponsored jointly by the Nuffield 
Provincial Hospitals Trust and the Ministry of Health. 


Looking back on those surveys—and as a joint author 
of one of them—I think that their value really rests 
upon factual reporting on existing services, especially 
buildings, and the provision of strong confirmation of 
the need for regional planning. The surveyors made 
many suggestions for future development both of 
buildings and of staff, and some of their enunciation 
of general principles was no doubt helpful to regional 
boards in their early years, but often their more detailed 
proposals have little relevance to present plans. Yet one 
general point of great importance emerged from the 
independent consideration of each of the ten surveying 
teams—the concept of the area general hospital 
providing all the ordinary range of specialties for a 
natural group of the population and linked with regional 
Special centres. 

The estimates of size were often almost fanciful 
because there were no accepted indices of need the 
Surveyors could use; the location suggested was 
sometimes at fault ; but the general principle that we 
should plan primarily an area specialist service and then 
try to give it a suitable main base was adopted. For the 
first time in this country hospital planning effectively got 
away from the design of a hospital of some empirically 
determined size and was attempted for a community 
Service. There had been earlier desultory local 
movements in which voluntary bodies and _ local 
authorities joined more or less willingly, but, apart from 
a Nuffield-sponsored development in the Oxford Region 
and a few regional schemes for the treatment of cancer, 
little of lasting value had been achieved. The hospital 
Surveys were valuable, therefore, as pointers to future 
progress rather than as definitive plans to be followed 


*Read to the Section of Medicine at the Ao Meeting of 
the British Medical Association, Birmingham, 


when the National Health Service was established. 
Moreover, they had one notable omission ; the mental 
hospitals were not included. 

The next attempt at large-scale planning was an office 
study which eventually led to the publication by the 
Ministry of Health (1950) of a memorandum on the 
development of consultant services. This was the work 
of a group of senior consultant advisers drawn mainly 
from provincial teaching centres, with some consultation 
with outside experts. Again it was a successful essay on 
general principles but not a reliable guide on details. 
Estimates of need for specialists of all kinds were 
necessarily based largely on past experience of teaching 
hospitals, and estimates of beds had, for most specialties, 
little background of fact. An attempt was made to relate 
estimates to population, once again emphasizing that the 
requirement was for area service. 

Regional boards thus had two kinds of preliminary 
survey to help them, the one part factual appraisal, part 
forecast of need, and the other an extrapolation from 
teaching hospital and E.M.S. experience as an estimate 
of the staff and beds required in proportion to 
population. Since the Boards were very fully occupied 
with the administrative adjustments consequent on the 
Appointed Day for the introduction of the Health 
Service, had insufficient capital even for urgent 
restoration and repair, and were controlled by strict 
limitations on building of any kind, they were, perhaps 
fortunately, unable to rush in and build in accordance 
with the regional plans. It was only from 1949 onwards 
that they began to have reliable statistics of the work 
they were already doing, which might or might not be 
relevant to the wor« that needed to be done. They could 
begin to expand in one way, however, by the addition 
of much-needed consultants from the fairly large number 
of trained specialisis recently released from war service 
and undergoing further training in civilian hospitals. 
The need for this kind of expansion was much easier 
to assess than some other requirements, because it was 
a matter of providing a service where none existed or 
adding to a group already manifestly overworked. 
There may have been some over-assessments as there 
were certainly some under-assessments, but planning 
could go step by step in the light of current experience 
and adjustments could be easy because they were 
gradual. 

Hospital Statistical Studies 


As soon as statistics began to be available, wide 
disparities between areas in numbers of beds, of patients 
treated, and of use of beds were seen. The beds of one 
teaching hospital might each be used by twice as many 
patients in the course of a year as those of another. 
Apparently comparable hospitals showed wide 
variations in their bed turnover and waiting-lists, with 
differences often varying between the specialties ; for 
instance, in two comparable towns in one region bed 
turnover was one-third faster in surgical wards in one 
and one-third faster in medical wards in the other. In 
fact, we knew, and indeed know now, the numbers of 
admissions to the different kinds of beds and the 
numbers awaiting admission, but we did not know, nor 
do we know certainly now, the amount of service 
needed—the actual numbers of days of in-patient care 
required for a complete service, without avoidable delay, 
for a population of definable size. Even out-patient 
services do not necessarily represent the full 
requirements of the area, for inadequate premises or 
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staff may lead to such delays that some necessary 
references are not made. 

The first studies that sought to answer those questions 
on bed requirements were undertaken by the Nuffield 
Provincial Hospitals Trust. The two areas chosen for 
those studies were reasonably self-contained, and for 
that reason gave more clearly definable results, although 
they may also have been rather atypical. Even allowing 
for waiting-lists, they suggested that the numbers of beds 
required by a given population for acute work were about 
half the numbers some of the earlier surveyors had 
suggested and a good deal less than the numbers already 
provided on average for the whole country and 
especially in some of the larger cities. They were little 
more than a third of the numbers put forward in one 
recent Canadian assessment. Obviously two isolated 
studies such as these are fallible, and more are needed, 
but one subsequent study—Reading—has given much 
the same results. 


The Nuffield studies now in progress in more heavily 
industrialized areas should give additional information, 
and it is most important that this type of inquiry should 
continue. The new element in it is the attempt to 
evaluate demand rather than to enumerate past items of 
service. Too much hospital planning in the past has 
been based solely on studies of work done in earlier 
years, without due allowance for the need which is 
concealed because needed services, known not to be 
available, are not sought. Nevertheless the only purely 
objective information is of work load in former years, 
and it is a far more certain guide to future needs than 
the kind of projection the hospital surveyors had to make 
based on rules of thumb which were no more 
than guesswork. The chief defect of this kind 
of information is that it can take no account 
of the changing pattern either of disease or of 
medical methods. For instance, the treatment of 
tuberculosis has been radically changed, becoming far 
more effective and expeditious. In consequence waiting- 
lists had been virtually eliminated and bed requirements 
reduced even before the number of patients treated 
began to fall, but as a by-product the number of infective 
individuals has been reduced and with it the number 
of new infections. It is possible to foresee an 
accelerating process here, even though most new cases 
represent the breakdown of relatively old infections. 
But resources so released may well be needed to deal 
with other chronic respiratory diseases, especially 
bronchitis, which have hitherto been neglected. 


Information of another kind is beginning to flow from 
the hospital in-patient inquiry which from this year 
covers all but the mental hospitals. It will tell us for the 
first time what diseases lead to in-patient hospital care, 
where formerly we have only known the size of the 
load on individual departments. Some information will 
be available later from the regions which first 
participated fully. The Birmingham Region, which had 
its own scheme, has had that kind of information for 
some years already. Chamberlain (1958) has published 
one study on the 1954 figures for maternity cases, and 
even this limited sample contains useful information 
about the use of beds for treatment of complications of 
pregnancy and labour. Toxaemia of pregnancy emerges 
clearly as the most important abnormality requiring 
hospital care, and is in itself an example of the change 
which could be brought about, possibly quite abruptly, 
by the discovery of a new method of treatment or 


prevention. If some drug such as chlorothiazide should 
prove to give a safe and effective means of treating 
toxaemia, the need for antenatal beds would be halved 
overnight. 

The inquiry will also shed some light on waiting-lists 
which obscure the interpretation of our present figures. 
For instance, the waiting-time for tonsillectomy may 
legitimately, even desirably, extend over a period of 
months, but patients with cancer awaiting surgery should 
be admitted with minimal delay, and figures actually 
noted for one region in 1955 revealed an appreciable 
proportion of cases of cancer of the breast waiting more 
than one month for admission for operation, suggesting 
either medico-administrative failure or a shortage of 
facilities, or both. Area differences in morbidity from 
particular causes also need consideration, and the 
in-patient inquiry will give some evidence on this. 


Increase of Specialization 


The National Health Service has coincided with a 
period of great development in some highly specialized 
fields of medicine and surgery. Techniques which thirty 
years ago were being laboriously developed in a very 
few centres have advanced so far that they are now an 
essential part of a regional hospital service. In surgery, 
the operations on the central nervous system, heart, or 
lungs, and in medicine the special techniques of 
cardiology or neurology, amongst others, are far past 
the experimental stage and should be available in one at 
least of the centres in every hospital region. Between 
1949 and 1956 the numbers of admissions to beds 
for plastic, thoracic, and mneuro-surgery increased 
respectively by 119, 133, and 82% Orthopaedic and 
traumatic surgery increased by 70% and gynaecology by 
53% compared with only 20% in general surgery. In 
neurology and dermatology increases were just over 50% 
compared with only 24% in general medicine and a fall 
of 11% in paediatrics. 

This change in the nature of professional services 
required in hospital is certainly not finished. In the 
early years of the National Health Service it took place 
rapidly because there were certain kinds of established 
service not available at all in many parts of the country, 
and there is still some development of this kind needed as 
a result of the increasing specialization both in medicine 
and in surgery. One need mention only the fact that 
more than three-quarters of the neurologists work in the 
four Metropolitan Regions, where only one-third of the 
people live, to indicate that the process of distribution of 
specialists is not yet complete. This does not necessarily 
mean that more persons are needed outside the main 
centres. It may mean that we should plan for the 
emergence of a different kind of consultant team, one 
with more specialization as between its members ; but, 
aside from this process of redistribution, the changes 
that result from medical advances are still occurring. 


The development of electroencephalography and of 
cardiology has been the subject of consideration by 
committees of the Royal College of Physicians within the 
last year. The rapid advances of cardiac surgery during 
this decade have already led to its extension in some 
form, at least to all principal thoracic surgical centres, 
and will probably lead to further advances as the newer 
techniques using bypass machines or hypothermia 
become more widely used. New and more powerful 
apparatus, such as the cobalt-60 teletherapy apparatus or 
the linear accelerator, in a few of the principal centres 
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for radiotherapy has so far proved itself that it is likely 
to become more widely distributed, and although some 
of the smallest centres may disappear, others will require 
more comprehensive equipment than they have had in 
the past. 

The medical planner, therefore, must bear in mind not 
only the recent developments which have already become 
accepted medical procedures, but also the new 
techniques which are already coming into use in the 
special centres and may achieve wider acceptance. He 
cannot foresee developments of to-morrow with any 
certainty, but he will have to take account of the fact 
that 1970 will almost certainly require facilities in the 
average general hospital which we cannot foresee 
accurately to-day. Therefore it should now be a 
general principle of the planning of any area hospital 
that it must lend itself to modification, adaptation, and 
possibly extension at some future time. The perfect 
monoblock, complete in itself for the needs we can define 
now, but with no point at which addition can be made, is 
a medical and architectural vanity which we cannot 
afford. The day for building pyramids is past—and 
they were only tombs, after all. 


Turnover and Out-patient Service 


There is one general change which has affected all our 
hospitals and which has been a contributory factor in 
producing some of the surprisingly low estimates of bed 
requirements in the Nuffield studies. This is the great 
acceleration in turnover of hospital beds; it is not a 
phenomenon arising simply from the National Health 
Service, but has been manifest much more clearly in 
North American Hospitals than here. The Health 
Service has perhaps focused attention on _ the 
possibilities of more efficient and expeditious use of 
hospital resources, because of the needs which it has 
been trying to meet with resources which would 
otherwise be inadequate. This is not merely a matter 
of increasing technical efficiency ; it recognizes also an 
important human consideration. For very many years 
hospitals have been looked upon as_ residential 
establishments in which medical and nursing care is 
given. The rapid growth of out-patient services during 
the past 20 years has arisen largely from the 
improvement in diagnostic techniques. The work of 
hospitals is now carried on to a very large extent in the 
out-patient and diagnostic departments. 

In 1956 the out-patient and casualty departments of 
hospitals provided more than two-thirds of the work of 
radiological departments and almost one-third of the 
work of pathological departments. Moreover, both 
these diagnostic departments are steadily increasing the 
service they provide direct to general practitioners. For 
every patient admitted to hospital wards, excluding 
obstetric cases, two are seen in out-patient departments : 
only about a half of the general hospital admissions are 
from waiting-lists, and thus little more than a quarter of 
the out-patients may be admitted to the wards. The 
hospital must therefore become more, not less, closely 
related to all the medical work of the area it serves. 
Paradoxically, the increasing specialization in the 
hospital calls for a closer relation to work outside the 
hospital. The investigation and treatment of patients at 
hospital may or may not require that they be resident, 
but more and more of the work takes place outside the 
ward, and the hospital beds have become rather a 
necessary adjunct to its specialist functions than a true 


measure of the work, or potential for work, of the 
hospital. This is no less true of teaching than of regional 
hospitals, for the undergraduate teaching hospital must 
also play a part as an area hospital if it is to show its 
students all they need to see. 

Florence Nightingale’s concept of the hospital as a 
group of wards in which patients were fed, nursed, and 
otherwise cared for under medical supervision no longer 
fits our requirements. This has some bearing on a paper 
by Professor McKeown (1958), for he has divided 
up the work of the hospital according to the nature of 
the attention that must be given to patients and pointed 
out that the buildings themselves may be varied 
accordingly. But the concept of the hospital as an 
establishment with certain special medical facilities 
which may need resident accommodation for some of 
the more seriously ill patients emphasizes the importance 
of the relationship of the hospital to the community as 
a whole. It must be accessible because it serves many 
more than those within its wards. It will also probably 
be more comprehensive than the acute general hospital 
of to-day and will provide beds of some special kinds 
now usually in separate hospitals—for example, 
infectious diseases, tuberculosis, chronic sick, and 
especially mental illness. 


Planning of Buildings 

The planning of hospital buildings is far too compicx 
a study for full discussion here. Moreover, it isnot simply 
a medical study. It is necessary that there should be 
close medical examination of the requirements so tha! the 
architect who must translate them into space is properly 
briefed, but the medical share in hospital planning must 
not become a kind of inferior architecture. The du.‘>~’s 
job is to tell the architect what amount of space is 
essential for his work, what special relationships this 
must bear to the other necessary constituents of the 
hospital, what kind of equipment is needed, at what 
points and for what purpose subsequent extetision is 
most likely to be needed, and what would conzstitute a 
reasonable pattern of phased development if building 
must progress by stages. 

Many of us have ideas about the nature of hospital 
buildings which have been unconsciously crystallized for 
us by experience at some, often quite early, period in our 
careers. It is essential that we should realize that there 
are various architectural ways of meeting the particular 
problems we may pose, and while we must have facilities 
of certain kinds—for instance, for sterilization in an 
operating theatre suite or for central sterile supply—we 
must also exercise reasonable discretion in the scale of 
our demands for other things. Many of us have 
particular shibboleths to which we cling—perhaps the 
height of ceilings in wards or x-ray departments, the 
method of heating wards or the shape of operating- 
rooms—but very often this kind of special requirement 
may be quite impossible to fit intd an economical 
scheme for a whole hospital building. Buildings must 
be designed to accommodate legitimate medical 
requirements, even if these present special architectural 
difficulties—for example, the height of a gymnasium— 
but the doctor should not insist on _ inessential 
architectural extravagance. 

Take, for instance, the shape of operating theatres. 
There is a vogue in some countries for operating-rooms 
of circular or egg-shaped design for which are claimed 
special advantages in lighting and ventilation. It is by 
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no means proved that these advantages cannot be 
obtained in other ways, particularly in regard to 
ventilation, and it is hardly justifiable to insist that two 
theatres must be provided at a cost of the equivalent of 
five of orthodox design, as occurred in one particular 
case. If the unusual or the experimental can be provided 
at reasonable cost, or perhaps through some benefaction 
for this specific purpose, it should clearly be allowed, 
unless it leads to extravagance in running costs ; but it 
is not reasonable to demand excessive expenditure on 
One item of this kind in one hospital if, as must be the 
result when so much hospital building is needed, some 
other hospital in consequence must go without facilities 
needed with little, if any, less urgency. 

It is with this in mind that the Ministry of Health 
(1957) has produced a bulletin on the design of 
operating theatres, not with the idea of standardization 
of operating-theatre units in one form, but rather to 
suggest a variety of relatively simple ways of meeting the 
various special requirements of such units. It is no part 
of departmental policy to impose rigid standards of 
design, but it is a reasonable object of policy to ensure 
that design is both economic and effective. Central 
planning is not always right, and, even if it were, those 
who are to work in the new buildings must sometimes 
be allowed to make their mistakes and live with 
them. 

Most of my theme has been devoted to that part of 
hospital planning which seems to me most difficult—the 
planning of area hospital services, the estimation of 
requirements, and the determination of where and how 
they shall be met. The more detailed study of the actual 
design of buildings is perhaps outside the scope of my 
paper. I would only assert that the physician has a large 
part to play in the design of buildings, but it is in 
briefing the architect and not in drawing the lines on 
paper for him. 
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HOSPITALS FOR TO-DAY AND 
TO-MORROW* 


BY 


LESLIE FARRER-BROWN 
Director of the Nuffield Foundation 


Three years ago the Nuffield Provincial Hospitals 
Trust and the University of Bristol published a volume 
called Studies in the Functions and Design of Hospitals. 
It was a record of some attempts to obtain valid 
evidence, tested by experiment, about the work of 
hospitals and the planning of their buildings. The team 
which produced the study- had to recognize that a 
hospital and its buildings are a complex of compromises, 
and that in planning a hospital questions will arise to 
which precise answers cannot be given. Nevertheless, 
it was believed that a systematic study of the work of 
hospitals, making use of mathematical and scientific 


*Read to the Section of Medicine at the Annual Meeting of the 
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methods, could help both “ the clients,” who determine 
the requirements, and the planners, whose job it is to 
find the answers, and it seemed that studies of this kind 
could throw light not only on the individual hospital but 
also on the entire hospital service of an area and its 
place in the health services. 

There are signs that these studies are beginning to 
influence hospital planners throughout the country in 
their approach to their task. To me, the beliefs and 
hopes with which we embarked on this work nine years 
ago are still as strong as they were then ; indeed, they 
are stronger, for they have been reinforced by the 
successful translation of the ideas of the book into 
practical use. Hospital buildings designed on the 
principles derived from our study are to-day in ordinary 
service. 

Since we began to work in this field, interest in 
hospital planning has increased, and the idea of planned 
systematic research into function and design has become 
accepted. Our own work has expanded into new fields, 
the Ministry of Health has established a small research 
unit, and regional hospital boards are undertaking 
various pieces of study. Overseas, important work is 
being done in Sweden, and in the U.S.A. the American 
Hospital Association is setting up a research team 
modelled on the original Nuffield unit. 

I cannot hope here to cover the whole field of 
developing knowledge of hospital function and design. 
What I can do is to give you three examples, drawn 
from some of our own studies, and to offer some general 
thoughts on the future development of the hospital as 
part of the Health Service. 

My three examples are chosen to show the wide range 
of possible study. The first is an account of our 
practical experiments in ward building, the second deals 
with an important series of surveys of the demand for 
hospital care, and the third is a short account of a new 
study into the hospital care of children. 


Practical Demonstration and Experiment 

The design and construction of experimental buildings, 
in which the conclusions drawn from research can be 
tested and demonstrated, are a logical part of the process 
of developing a body of valid evidence. At Larkfield 
Hospital in Scotland there has been the opportunity to 
test out in an experimental unit of 64 beds the ideas 
about medical wards developed from the Nuffield Trust 
studies. A comparable unit at Musgrave Park Hospital, 
Belfast, will be a testing-place for the ideas about surgical 
wards and also about operating theatres and central 
sterilization. Detailed follow-up studies are being 
conducted in both units to see how the arrangements 
work and if the predictions are being fulfilled. 
Comprehensive reports on them will be issued from time 
to time. The unit at Larkfield Hospital has been in use 
for nearly three years, and a preview is possible of 
some of the findings about it. 

In the thinking which led to the plans for this unit 
three issues were particularly in mind: (1) More 
medical activity in the wards is leading to increasing 
need for complex and expensive ancillary rooms. Floor 
area of those rooms has risen in recent years to 
something like 50% of the ward area. At the same 
time, there has been a demand from the nurses for 
smaller and smaller ward units, because they feel that 
modern conditions make a charge of 30 patients far too 
many for a single sister. (2) There is a real demand for 
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greater personal privacy for patients, but the American 
or Continental solution—the corridor plan—with large 
numbers of small rooms opening off a corridor, has 
disadvantages from the point of view of the nurses’ 
work and nursing supervision. (3) The placing of the 
ancillary rooms in the ward has a critical effect on 
nurses’ journeys. 

From data obtained from surveys by the medical 
member of the investigation’s team (Dr. John Goodall) 
predictions were made about the degree of dependency 
or ambulation of patients in the ward and about the 
demand for single rooms on medical grounds. The 
methodology of these surveys turns on the difficult 
problem of using data about the present to project the 
needs of the future. For example, an answer was 
wanted to the question—what proportion of patients in 
the future were likely to be (1) bedfast, (2) sufficiently 
ambulant to use w.c.s and washing facilities, and 
(3) sufficiently ambulant to sit up for most of the day 
and have their meals at a table? It would have been 
useless simply to record the number of patients in these 
categories in existing wards, partly because in most 
existing wards facilities for ambulant patients were 
lacking and, even more important, medical and 
surgical opinion on ambulation policy was at the time 
of the survey undergoing a sharp change. The survey 
was therefore designed to produce, in addition to data 
on the current position, an assessment by Dr. Goodall 
of the proportions falling within each category under 
traditional medical care and under an advanced regime 
of early ambulation. 

Similarly, in studying the demand for single rooms, 
it would have been pointless to record the number of 
patients actually found in single rooms, since the supply 
of these rooms was notoriously inadequate. Instead, 
with the help of a panel of specialists, a list was 
compiled of medical conditions thought to necessitate 
isolation, and the resident medical staff in a number of 
hospitals recorded the incidence of cases suffering from 
these conditions. 

The conclusions drawn from these and other studies 
were as follows: (1) Wards should be planned as double 
units within which two comparatively small units share 
a central unit of ancillary accommodation ; (2) a much 
higher proportion of single rooms than hitherto 
provided is necessary on medical grounds (but once this 
provision has been made the remaining beds may be 
kept in fairly large open units); (3) three-quarters of 
all patients are likely to be able to get out of bed to use 
toilet facilities and half will probably get up for meals 
—hence greatly increased provision is needed for 
w.c.s, washrooms, and day-spaces; (4) important 
economies in building costs, reductions in heating cost, 
and a reduction in nurses’ journeys can be achieved if 
ward buildings are designed as comparatively short, 
thick buildings. 

The unit at Larkfield Hospital has a men’s ward and 
a women’s ward, each of 32 beds. Most of the male 
patients have had acute heart conditions, while the 
women have been suffering from long-standing illnesses, 
such as diabetes, anaemia, and rheumatoid arthritis. 
The bed-occupancy rate has been high—94% in the 
women’s ward and 91% in the men’s. The average 
length of stay for the women has been 28 days, and for 
the men 20 days. 

The predictions about the demand for single rooms 
and the proportion of ambulant patients seem to be 


proving accurate. The need on medical grounds for at 
least 20% of the beds to be in single rooms has been 
confirmed ; so have the advantages of providing ample 
facilities for ambulant patients. The w.c.s and 
washing facilities are decentralized and every group of 
beds has these facilities near by. The day-space is 
central, close to the kitchen, and under the eye of the 
nursing staff. These architectural provisions have 
undoubtedly influenced medical and nursing practice. 
The records also show that the bifocal unit is working 
satisfactorily. Each team of nurses has a small group 
of patients (16), and the trace of nurses’ journeys, as 
they do their work, shows the advantage of this 
decentralization. Despite the forebodings of some 
authorities, there has been a peaceful sharing of the 
ancillary rooms. But the treatment room, provided as 
a means of reducing the risk of cross-infection, of 
giving the patients and their attendants the privacy and 
greater convenience of a specially equipped room, and 
of assisting ward routines by removing treatment from 
the open ward, has not been used more than 40 times 
in any month. 

The Musgrave Park Unit has only recently been 
completed. It is based on the same principle as the 
Larkfield unit, but has wards of 40 beds. The central 
sterilization department, which is a novelty for Britain, 
will be studied to see if it proves a satisfactory and 
economical means of lessening the dangers of 
breakdowns in sterilization procedures and discipline. 
As a complement to this study, the Nuffield Provincial 
Hospitals Trust is surveying the existing sterilization 
arrangements in a number of hospitals. The aim is 
to discover where these arrangements fall short of 
requirements and what seems to be required to put 
matters right. The preliminary work suggests that in a 
number of places the arrangements, though they have 
been regarded as satisfactory, in fact give a false sense 
of security and need radical change. 

Both the unit at Larkfield Hospital and that at 
Musgrave Park have proved economical to build, the 
cost being £4 8s. per square foot in both cases. 


Research into the Demand for Hospital Care 

The Nuffield Trust’s team made two exploratory 
surveys of the case-load of hospitals in Norwich and 
Northampton. The results at least raised a doubt 
whether the scale of hospital provision, for a given 
population, need be as much as was popularly supposed. 
The Oxford Regional Hospital Board followed with a 
study on similar lines in the Reading area, and the 
results were remarkably close to those from the two 
original studies (Barr, 1957). Since then comparable 
but rather more elaborate inquiries have been 
undertaken in Luton, Barrow, and Tees-side. None has 
yet been completed, but interim results are available 
from Barrow. 

A comparison of the estimates, by specialties, for the 
areas in which studies have so far been carried out, is 
shown in the Table. Even the highest of the figures is 
substantially less than the number of beds thought 
necessary up to very recently. 

The difference in these figures, when read in 
conjunction with other comparisons (such as admission 
rates), poses the question of how far demand and 
admission depend on social factors, on inadequate 
domiciliary services, on insufficient facilities for 
out-patient diagnosis, or even on poor utilization of 
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Estimates of Beds Required Per 10,000 Population 


| Northampton | Norwich | Reading Barrow 
General medical 
Paediatrics } 4 4 | 6 8 
Dermatology 
—— surgery 7 7 6 8 
betetrics 3 2 3 4 
rt acute eee 19 i9 20 27 


existing resources. A pilot inquiry in the main general 
hospital in one of the areas seems to indicate that, of 
the patients occupying medical beds during one week, 
about a quarter could have been treated at home or in 
the out-patient department, and that about half were 
remaining in hospital longer than was necessary from 
the standpoint of what the hospital could do for them. 
There was also some indication that a proportion of the 
patients sent to the out-patient department need not 
have been if the general practitioner had had better 
opportunities for diagnosis. Admittedly, the records of 
this pilot inquiry were based upon the judgment of a 
single doctor, but he applied what he regarded as severe 
medical criteria. Incidentally, there is evidence that 
some of the women patients in the experimental unit 
at Larkfield Hospital have stayed longer than was 
medically necessary because there was no one at home 
to look after them. 


Children in Hospitals 


Let me take as my third example a current study of 
the Nuffield Foundation’s Division of Architectural 
Studies—what provision should be made for children 
in hospitals ? Consideration of this question reinforces 
the argument for systematic studies designed to 
illuminate the planning problems. It has been suggested 
that there is likely to be a steady decline in the number 
of children requiring admission to hospital, and most 
paediatricians advocate that all children admitted to 
hospitals should be looked after in children’s units, 
having specially trained nurses. What do we know 
and what would it be helpful to know in order that 
usable predictions can be made ? 

According to the Ministry of Health Report for 1956 
there were just over 96,000 discharges from 
“ paediatric” beds in 1956. However, this does not 
include children in adult wards, and during the same 
period there were 202,000 discharges of patients listed 
s “tonsils and adenoids,” of whom the vast majority 
must have been children. Of the 111,000 discharges 
under “ E.N.T. (other than Ts and As)” a fair number 
are likely to have been children, as will also have been 
a fair proportion of the 89,000 discharged patients 
listed under “ ophthalmology.” Before we can consider 
what sort of children’s hospitals will be needed in the 
future, we need much more precise information about 
the total number of children admitted to hospitals, their 
geographical distribution, and their classification by 
diseases. Without such information it is not possible to 
decide how far it will be practicable to establish special 
children’s units in various parts of the country. 

The in-patient inquiry being conducted by the 
Registrar-General will give some information but 
will not provide an answer to the difficult question 
of whether all children now admitted need be 
admitted. Under present conditions a proportion of 


children are nursed in adult wards. What this 
proportion is is not known ; tentative results from one 
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study indicate that it may be substantial. What are the 
ages and conditions of the children in adult wards ? 
Records made in 15 hospital groups (five of them 
teaching groups) over four six-week periods during 12 
consecutive months in 1956-7 showed that of nearly 
5,400 children admitted to adult wards the proportions 
by age groups were as follows: under 1 year, 1% ; | to 
4 years, 10% ; 5 to 9 years, 33% ; 10 to 16 years, 56%. 
Most of the older children went into general surgical 
wards, and the next largest number into wards of the 
E.N.T. department (just over half for the removal of 
tonsils and adenoids). Most of the children in the 
general medical adult wards were over 13 years of age. 


Some other studies, made during the same periods in 
1956-7 in three children’s hospitals and in nine general 
hospitals, show that over the whole 12 months—there 
was apparently little seasonal variation—the average 
daily proportion of children who needed either isolation 
in single cubicles or “barrier” nursing was 
approximately 27%, and of these about four-fifths were 
babies less than 1 year old. About 31% of all the 
children were getting up for the whole or part of the 
day. 

In both these studies, each child has been identified 
by diagnosis based on an ad hoc list of 51 groups of 
diseases condensed from the International Statistical 
Classification of Diseases and Accidents. It is hoped 
that thereby a later task of attempting some prediction 
of possible future trends may be assisted. 

There are many other questions on which much work 
is needed. How many children are admitted to hospital 
accompanied by their mothers, and what is the number 
likely to be in the future ? What is the flow of children 
through out-patient departments, and for what 
conditions are they being referred there ? What are 
the special environmental requirements for children ? 
What is the effect of design on the spread of infection ? 

Reconnaissances in children’s hospitals and units 
encourage the view that, while the need to build isolated 
self-sufficient children’s hospitals may have passed, 
there is a good case for separating the accommodation 
of children (wards and out-patient department) from 
the rest of the hospital. If a children’s unit is part of a 
general hospital it can share many of the expensive 
services such as radiology and pathology; most 
important, the paediatricians can have contact with 
other medical colleagues. But the planning needs for 
children are so different from those for adults that they 
demand a _ separate children’s building. Such a 
building can have its own entrance on a scale and 
character suitable for children, which’ cannot be 
achieved if it is part of a building for adults. The 
practicability of these tentative ideas will need to be 
tested in different local conditions. 


What will Hospitals be Required to Do in the Future? 


These studies extend our thinking on to the wider 
issues of hospital planning—from the internal arrange- 
ments of an individual hospital to questions about the 
relations of hospitals to other sections of the health 
services, and about possible changes which may occur 
in the work which hospitals are required to do. If, for 
instance, it should be established that a substantial 
proportion of present in-patients could equally well be 
treated at home or in the out-patient department, what 
are the implications and what should be done about 
them ? 
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There has always been a changing pattern of 
function, but the speed of medical and _ scientific 
research has made the pattern change more rapidly in 
the past 25 years, and it may be that the pace will 
quicken in the next 25 years. Social changes may have 
other repercussions, perhaps changing our ideas about 
the role of the hospital. Some of the work now done 
by hospitals may increasingly be done by general 
practitioners. The residential side of hospitals may 
decline or may be organized quite differently (as, for 
example, Professor McKeown (1958) has suggested). 
The non-residential services may grow, or it may be 
that services now conducted in out-patient departments 
may be provided in buildings which are not part of or 
even near to the residential hospital buildings. 

Speculation about these possibilities will spur the 
search for improvements, by stimulating watchfulness 
for signs of change, by forming opinion, and by 
preparing the way for development. But predictions 
firmer than general speculations are necessary. Many 
decisions taken now will inevitably affect practice for 
many years ahead. Future developments which we to- 
day cannot possibly foresee may be the dominant ones 
and may perhaps occur before others which now seem 
closer. Man, by means of the radio-telescope, may soon 
begin to acquire information about the state of the 
universe as it existed over a thousand million years ago, 
but he still lacks the ability to predict with much degree 
of certainty what lies ahead. Here is a real 
difficulty for hospital planning. Provision for future 
changes may have to be balanced against the provision 
thought best for meeting what are believed to be current 
requirements. I think our work has shown that definite 
predictions can be made from observations of current 
practice, coupled with a wise assessment of discernible 
trends. But definite predictions are likely to be short- 
term. When they can be made, wise planning will 
try to make provision for them, but there are still 
inescapable limitations—of men and skills, of financial 
resources, or because of the relative inflexibility of 
buildings. 

Changing practice will affect hospital buildings in 
various ways. There may be growth requiring only 
internal rearrangement, or growth demanding merely 
additional space; there may be growth needing 
more space plus the need to reorganize the older 
accommodation, or growth in the form of an entirely 
new department which, if it is to function properly, 
must be fitted in at a particular point in the functional 
pattern of the hospital ; or there may be changes which 
render space redundant. The idea of a light temporary 
structure that would fall down in, say, 20 years, though 
attractive, is not the answer. With known materials and 
methods of construction, the strength that must be given 
to a hospital building to enable it to 


be maintained while more and more building takes 
place, and “zone” the buildings in such a way as to 
allow each department as much freedom as possible 
to grow without interfering with its neighbours or 
blocking a traffic route. The implication for the 
“client” is that he should try to distinguish between 
departments which may change their requirements 
rapidly and those which may change slowly, and 
then, so far as is possible, to distribute those depart- 
ments so that their different rates and kinds of 
change can be dealt with independently. Even under 
favourable conditions such arrangements may not be 
easy and in some circumstances—for example, in a 
single multi-story building on a restricted site—may 
be extremely difficult. Nevertheless, it would seem 
good sense for the clients when determining their 
requirements—and in particular the physical relationship 
of different departments—to assist as much as they can 
the attainment of a measure of flexibility by these 
planning means. They will be in a better position to do 
so, the fuller the valid evidence available to them about 
current requirements. 

While thinking of these more exciting possibilities, 
we should perhaps remember that an exact and complete 
picture cannot be drawn of the present structural, let 
alone functional, condition of hospital buildings. Abel- 
Smith and Titmuss (1956) drew attention to the lack of 
up-to-date information in the report they prepared for 
the Guillebaud Committee. The lack continues. The 
information recorded in the Hospital Surveys published 
by the Ministry of Health in 1945 relates to conditions 
about 15 years ago. A complete, analysed, up-to-date 
record would seem a sensible basis for decision about 
the capital building programme for hospitals—its scale 
and composition. But hospital buildings merit greater 
attention than this. They are very important and 
influential tools of medicine. Perhaps in the past they 
may have received more attention than other aspects 
of hospital planning, but we have not got far in 
developing scientific studies or in building up case 
histories. We often fail to spread knowledge of 
successful innovations. Look at the differences in 
relative scales of provision indicated in the 
accompanying Chart based on a study of space in terms 
of square feet. per bed in the wards of a number of 
recently designed hospitals. 

So we come back to the documentation of valid 
evidence. Does it not deserve wider interest and 
participation ? There are plenty of questions to be 
explored and there are techniques for the task. The 
out-patient services, the work of casualty departments, 
the association of the work of general practitioners and 
of hospitals, are examples of important questions wide 
open for study and experiment. I hope that somebody 


stand up to the stresses and strains of 
everyday hospital life, and to the British 
climate, for a week will enable it to last one ad , 
for 60, 80, or 100 years. MUSGRAVE PARK 40 BEDS 1941 SQFT PER BED 
Probably the best answer is found by co 
regarding the problem as one of town _ 
planning and thinking of a hospital [ —E= 
design from its earliest stage in terms of 
traffic flow and zoning. A hospital is a 2201 
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will change at different rates. Therefore, 
provide effective traffic routes which can 


Diagram showing use of space in terms of square feet per bed. 
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may be moved to study—no less thoroughly or 
imaginatively than the Nuffield team tried to study 
sections of hospitals—the relations of a hospital to the 
other health services and to the welfare services of the 
area, with a view to the subsequent conduct of an 
experiment to test the findings. It would be an ambitious 
and probably a difficult undertaking, but the outcome 
could justify the effort. 


For their co-operation in the preparation of this paper, T 
express warm thanks to Mr. Richard Llewellyn Davies and 
his colleagues in the Nuffield Foundation’s Division of 
Architectural Studies. 
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FUNDAMENTAL PROBLEMS IN 
HOSPITAL PLANNING* 


BY 
THOMAS McKEOWN, M.D., D.Phil., F.R.C.P. 


Professor of Social Medicine, University of Birmingham 


The planning of hospitals may be said to raise two 
questions: how to keep patients out of hospitals ; and 
how best to provide for those who must be admitted. 
So simple a statement may appear to be no more than 
a truism ; nevertheless it emphasizes a distinction which 
is important. For there is little doubt that the services 
which reduce the number of admissions—domiciliary 
care, out-patient diagnosis and treatment, day hospitals, 
etc.—are hardly less important to the future of the 
hospitals than their internal organization. To a 
considerable extent the improvement of these services 
is in the hands of hospital authorities. What is needed 
is a more intimate relationship between the hospital and 
the community it serves. 

It is, however, with the second question—how best to 
provide for patients who must be admitted—that we 
are here concerned. In spite of a considerable amount 
of research and planning some of the most fundamental 
questions remain unanswered. Three of them are 
particularly important. 

1. How to provide sufficient medical and nursing staff 
for mental and chronic hospitals —Perhaps the most 
unsatisfactory feature of medical services in the western 
world is the failure to provide for the mentally ill and 
aged sick care of approximately the same standard as 
that available to younger physically ill patients. The 
reasons for this deficiency are rooted in the history of 
the institutional services. But in recent years a change 
in viewpoint has made an uneven standard of care no 
longer acceptable, and an extension of public responsi- 
bility for medical services has to some degree removed 
the financial restrictions. Yet progress is still relatively 
slow because it has proved impossible to attract enough 
doctors and nurses to mental and chronic sick hospitals. 

2. How to avoid mixing patients with entirely different 
requirements within the same unit.—In general hospitals 
patients who no longer need skilled care sometimes 
cannot be discharged for social reasons. Even more 
serious is the admission of acutely ill old people to 
wards of chronic hospitals which are inadequately 

*Read to the Section of Medicine at the Annual Meeting of the 
British Medical Association, Birmingham, 1958. 


equipped and staffed. And in mental hospitals, patients 
with considerable insight are sometimes required to 
share accommodation with others who are grossly 
disturbed. 

3. How to make hospitals flexible—in construction, 
size, design, and site—so that they will not quickly be 
out of date—No one familiar with the history of 
hospitals can examine a new building without an uneasy 
awareness that changes in medical organization or 
knowledge may soon make the most far-sighted plans 
out of date. For example, it is possible that improved 
domiciliary care or advances in treatment will reduce 
the demand for mental hospital beds, as the decline of 
infectious disease has reduced the need for beds in fever 
hospitals. The problem can to some extent be met by 
flexibility of internal construction, which makes it 
possible to adapt wards and laboratories for alternative 
use. It is much more difficult to transfer staff to 
alternative work when they are no longer needed in the 
specialty for which they are trained. In this case the 
location of the hospital is of paramount importance, 
since, for obvious personal reasons, the change of 
function is very much more difficult if it also requires 
a change of home. 

Although at first sight they may appear to be very 
different, these three problems and some others are 
attributable basically to the same circumstances. These 
are: (a) the separation of hospitals for the mentally ill 
and chronic sick from the general hospitals ; and (4) the 
traditional concept of the hospital as a single building 
providing a full range of services for selected patients. 


Relationship of Hospitals for the Acute, Chronic 
and Mentally Sick 

There are broadly two reasons why hospitals for the 
mentally ill and chronic sick were separated frem 
general hospitals in the past. In the first place, the 
objects of institutional care for the three groups were 
quite different. In the asylums the intention was 
originally to protect the community from the supposed 
risks of the insane, and later to provide simple care for 
those who could not be looked after at home. In 
hospitals for the chronic sick the object was to meet the 
basic needs of patients who were usually both sick and 
destitute. In neither case was there much concern with 
the investigation and treatment of disease, which from 
the late nineteenth century had become the predominant 
work of general hospitals. The second reason for 
separation of the three classes of hospital is derived 
from the first: because the objects of care were different, 
so too were the systems of administration and finance. 
For obvious reasons hospitals for the mentally ill and 
chronic sick had to be provided almost entirely at public 
expense, whereas an important branch of the general 
hospital system was financed largely by private or 
voluntary funds. Moreover, within the public service, 
responsibility for mental, chronic sick, and general 
hospitals was assigned to different authorities. In these 
circumstances it was inevitable, not merely that the 
buildings should be separated—no reason was seen for 
keeping them together—but that a tradition of 
independent administration should have become 
established. 

If hospitals were planned logically and without 
reference to existing buildings or tradition, it is hard 
to see on what grounds institutions for the mentally ill 
and aged sick should be separated from other hospitals. 
Given the premises that all patients are equally a public 
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responsibility, that the standard of care is to be uniform, 
and that the mentally sick present no threat to other 
patients or to the community, the rational procedure would 
seem to be to inquire, not whether a patient is old or 
young, or whether his illness mainly affects his mind or 
his body, but what type of facilities and staff would be 
most suitable for his care. A classification of patients 
according to their needs (referred to below) cuts sharply 
across the traditional boundaries of the hospital 
population. It was on these grounds that it was 
suggested that we should plan to bring all facets of 
hospital work to a common site (McKeown, 1958). 


Single or Multiple Buildings 


A consequence of the isolation of the various classes 
of hospitals was the concept of the hospital as a self- 
sufficient unit. Buildings separated by considerable 
distances could not share facilities, and each had to 
attempt to provide a full range of services. Moreover, 
it was not recognized that patients within each hospital 
varied greatly in their medical and social needs, and 
that this variation could with advantage be reflected in 
the design, equipment, and staffing of multiple buildings. 
An expert committee of the World Health Organization 
(1953) stressed the desirability of planning mental 
hospitals as a group of small buildings rather than as a 
single block. It is a simple extension of this idea to 
conceive of multiple buildings on a common site, 
designed and staffed to meet the needs of all classes of 
patients. For this purpose we require a classification of 
patients according to their needs. 


Classification of Patients 


During the past few years we have attempted to 
classify all Birmingham patients in hospital. The inquiry 
began with the chronic sick (Lowe and McKeown, 
1949), continued with the mentally ill (Garratt, Lowe 
and McKeown, 1958), and will be completed early in 
1959, when data for general hospitals become available. 
The needs of each of approximately 8,000 patients, 
drawn from a population of a little over 1,100,000, will 
then have been assessed by the consultant, or by the 
registrar on behalf of the consultant, responsible for his 
care. 


On the basis of the data for the hospitals for the 
chronic and mentally sick it was suggested that, from 
the point of view of the facilities required for their care, 
Birmingham patients could be divided broadly into four 
classes (McKeown, 1958). (1) Those needing the full 
resources of a modern hospital —skilled nursing, 
laboratory investigation, surgery, etc. (54%). (2) Those 
needing limited hospital facilities, essentially simple 
nursing care, without mental supervision (9%). 
(3) Those needing limited hospital facilities, essentially 
supervision and training because of their mental state 
(31%). (4) Those needing no hospital facilities, but 
retained chiefly for social reasons (6%). 


There are several points about these estimates which 
need clarification. In the first place they will have to 
be amended when the data from general hospitals 
become available ; here it has been assumed that all 
patients in general hospitals fall into the first class. 
Secondly, the percentage in each class might differ if 
other consultants made the assessment (though not, we 
believe, very much, for there is usually little difficulty 
in assigning a patient to one of the four classes) and 
must be expected to change. Thirdly, it is not suggested 


that patients in the third class need no skilled medical 
or nursing care. Many of them would undoubtedly 
benefit from psychiatric treatment, training, and employ- 
ment. All that is to be inferred from the classification 
is that the nature of this care is not such as would 
make it imperative to provide it in a building equipped 
with the resources needed by patients in the first class. 
That is to say, the physical amenities could be 
incomparably simpler for the third group than for the 
first, although the scope for medical and nursing skill 
might be equally great. It is also not suggested that 
patients in the fourth group require no care or 
assistance. Many of them need employment and all 
of them need a home. All that is implied is that neither 
of these requirements would make it desirable for them 
to be in hospital if more suitable accommodation were 
available. 


Finally it should be said that in presenting these 
estimates we are less concerned with their precise levels 
than with the principle that classification of patients 
according to their needs should cut across the present 
divisions of the hospital population, and should provide 
the basis for designing and staffing multiple buildings 
on the same site. 

A Common Staff 

A third feature which it is suggested should be 
incorporated in the hospital centre is the supervision of 
all classes of patients by a common medical and nursing 
staff. In this way it would be possible to break down 
the barriers which still to some extent divide the 
hospital population into “two worlds *"—broadly the 
acute and the chronic—distinguished according to the 
quality of the care they receive. But the advantage of 
a common staff is not solely that it would permit a more 
equitable distribution of doctors and nurses. So long 
as large sections of the hospital population are relatively 
isolated, it is impossible to mobilize fully the research 
and therapeutic resources of medicine. 

We must now state more precisely what is meant by a 
common staff. In respect of nursing education it means 
that a single training school would be based on the 
hospital centre, and that students would gain experience 
of all types of institutional care. In respect of nursing 
practice it implies that a matron or chief nursing officer 
would be responsible for the staffing of all units. These 
proposals would not require any greater movement of 
nurses from day to day than already occurs. They 
would mean, however, that nursing education and 
practice would be more broadly based than at present, 
with advantage to both students and patients. In the 
case of the medical staff it is not suggested that all 
consultants would have responsibilities in all units. The 
work of the surgeon, for example, would be mainly 
in the building equipped with full hospital facilities, 
although when a surgical opinion or service was required 
in another unit he would provide it. But it would imply 
that physicians caring for acutely ill people would also 
supervise the long-stay units. They would be responsible 
for the medical service of their patients so long as they 
required hospital care, and for ensuring that they were 
in the unit most appropriate to their needs. In the case 
of many patients admitted for short periods to paediatric 
or general medical wards the situation would be 
precisely as it is at present. But in the case of the aged 
sick and the mentally sick who might need to be 
transferred from one unit to another, the same 
physicians would ensure continuity and adequacy of 
care. 
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Conclusions 


Early in this century the Webbs observed that the 
voluntary hospitals took what was interesting and the 
public hospitals were left with what was difficult. Fifty 
years later, and ten years after an Act of Parliament 
which made all medical services a public responsibility, 
the interesting and the difficult are still apart. Teaching 
and general hospitals continue to admit patients for 
whom something can be done or from whom something 
can be learnt, leaving to hospitals for the chronic and 
mentally sick what Professor Hogben has referred to 
as the task of humane hotel-keeping. The distinction 
is happily now less sharp than formerly ; but it is still 
there, and is likely to remain so long as different types 
of hospitals are separated by distances greater than a 
busy consultant will care to walk. 

By bringing all facets of hospital work to the same 
site, by designing and equipping multiple buildings 
according to the needs of the patients to be admitted, 
and by assigning a common medical and nursing staff to 
all classes of patients, a solution of some of the thorniest 
problems which confront hospital authorities would be 
in sight. It would become possible to raise the standard 
of care for the mentally ill and aged sick to the level 
now achieved only in general hospitals, to avoid mixing 
patients with wholly different needs within the same 
unit, and to create a centre which could respond 
readily to the inevitable changes in the size and character 
of the hospital population. Best of all, perhaps, we 
could establish a tradition under which for the first 
time all classes of patient would be accepted equally 
as a medical and nursing responsibility and interest. 
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A GENERAL PRACTITIONER’S 
VIEWS OF HOSPITAL PLANNING* 


BY 
JOHN FRY, M.D., F.R.C.S. 


General Practitioner, Beckenham, Kent 


In planning hospital services we would do well to 
remember in perspective that they are but a part of a 
much greater National Health Service, and their future 
must of necessity be closely related to the future of 
general practice and the public health services. 

As a family doctor I sometimes feel that the medical 
centre of gravity has been moved too far to the side 
of the hospitals in the past 10 years, and insufficient 
attention has been paid to the development of the 
domiciliary health services. 

This is all the more apparent when it is realized 
that, given full facilities for x-ray and pathological 
investigations, the family doctor is able to manage alone 
no less than 90% of all his work. In 1957 I referred 
to the consultant in hospital, either as in-patients or 
out-patients, only 7% of my patients—but a further 
13% had pathological or radiological investigations 
carried out in local hospitals. I still, however, retained 


*Read to the Section of Medicine at the Annual Meeting of 
the British Medical Association, Birmingham, 1958. 


full control over them, and if and when they were 
referred to a consultant I did so with a fairly definite 
diagnosis supported by results of investigations. Thus, 
of the 20% using hospitals, only one-third required the 
attention of a consultant. 


Roles of the Hospital 


As a general practitioner I would say that the hospital 
has four main parts to play: to care for in-patients, to 
receive out-patients, to provide diagnostic facilities, and 
to act as a local medical centre. Let me elaborate 
these points. 

In-patient Care 

This was the original concept of a “ hospital ’—a 
residential shelter for the sick and needy. It is still an 
important function, but much less so than in the past. 
For instance, of the 400 patients (7% of my list) who 
were referred to hospital in 1957, only 129 required 
eventual admission. 

As a family doctor I find no real difficulty in getting 
the acutely ill patient admitted—trather it is the chronic 
and especially the elderly patient in whom a medical or 
a social crisis suddenly develops who presents the 
problems, and there is a very real need here for the 
hospital authorities to appreciate the general 
practitioner’s side. 

In the past 10 years a great deal has been heard of 
the family doctor being more and more pushed out 
and shut out of hospitals, and there have been constant 
cries and demands to give him hospital beds, where he 
could treat his own patients under his own care. Cries 
have also gone up for provision of more general- 
practitioner hospitals staffed by general practitioners. 
As one myself, I want nothing more than better and 
fuller services for the family doctor, but I wonder 
whether these cries and demands for general-practitioner 
beds in established general hospitals and for new 
general-practitioner hospitals are more emotional than 
truly realistic and practical. 

Do family doctors really desire in-patient facilities ? 
And would these facilities add to the quality of general 
practice, to the standards of hospital care ? And, above 
all, would the patient receive any better and safer 
medical care whilst in hospital ? Would the granting 
of full in-patient facilities be an advance or a retrograde 
step ? 

Personally I believe that the majority of family 
doctors, when they are realistic and practical, do not 
seriously wish to have full in-patient facilities, with the 
added worries, responsibilities, and time problems. The 
general practitioner is a specialist in the care of the 
patient at home, and he has over the years got out of 
touch with hospital methods and techniques, and it 
would probably be an embarrassment to the ward sister 
to have 20 or so general practitioners looking after 20 or 
more patients in her ward. Has the G.P. the time to 
give his hospital patients constant cover for emergencies? 
And this applies with particular force to the general- 
practitioner hospitals staffed only by G.P.s. For unless 
such cover is available (we must remember that these 
general-practitioner hospitals do not have resident staff) 
it is quite unsafe to have any but relatively minor 
surgical and medical conditions in these hospitals. 

My belief is that what is needed is a continuing 
development to provide better and wider facilities for 
care of patients at home and not a nation-wide scheme 
to give family doctors beds in hospitals. 
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Out-patient Department as a Consultation Centre 


The out-patient department is now the most important 
department of the hospital. In the past 10 years the 
numbers being referred have increased and are still 
increasing. In spite of this increasing importance we 
know little of what actually goes on in the department. 
Is it being used correctly ? And how can its services be 
improved further ? 

No adequately planned studies have yet been carried 
out, and it is important to have answers to questions 
such as the following: 

What types of medical conditions are being referred to 
the consultant, and why ? Who are the patients who 
attend out-patient departments ? What are their age and 
social class patterns? Do the numbers vary from area 
to area and do referrals have any relationship to the health 
or ill-health of the area? Why are the patients being 
referred ? Is it because of a demand by patients for a 
second opinion? Is it because doctors have no time to 
examine their patients at home? Is it because the family 
doctor is really stuck and requires a consultant’s advice and 
assistance ? What of the doctors’ habits ? Do the members 
vary very much from one doctor to another, and why ? 
Do the numbers vary with the type of doctor, his age, his 
education, his professional standards, or other factors ? 
How many of the patients being referred are coming to 
out-patient departments unnecessarily, and, if this is an 
appreciable number, what educational and other means can 
be introduced to prevent this? What happens to the 
patients 2? Is the consultant’s advice really helpful to the 
patient and the family doctor? Have we any follow-up 
figures and facts ? 

We would also like to know if the provision of full 
facilities to doctors would cut down the numbers of 
referrals. On another theme, are the present designs of 
out-patient departments adequate, and why do patients 
still spend hours waiting ? 

In the no-man’s-land between out-patients’ and in- 
patients’ care there is the domiciliary consultation service, 
and this is the nearest approach to the hospital playing 
a part in medical care outside its walls. 


Consisting, as it should, of a personal meeting and 
discussion between general practitioner and consultant, 
its value extends well beyond the immediate needs of 
the sick patient. It helps to develop the relations 
between the two advisers and serves as an education 
for both. The domiciliary consultation service has been 
a very real success of the National Health Service. 


The Hospital as a Diagnostic Centre 


It is not sufficient now to be merely a good clinician. 
With the rapid developments in medicine in the past 
two decades good doctvring must be supplemented by 
accurate scientific investigations to help us arrive at an 
accurate diagnosis and in the management of our 
patients. The need and importance of carrying out these 
investigations is stressed to students and housemen in 
the first 10 years of their professional lives. 


It is therefore quite ludicrous to deny those facilities 
to these same young men once they enter general 
practice. This is in fact what happens. In no less than 
30-40% of all hospitals are these facilities for simple 
radiological and pathological investigations denied or 
restricted to the family doctor, and when staffing 
problems arise the general practitioner is the first to 
suffer. How would the consultant like to practise 
medicine blindfolded with no _ facilities for 
investigations ? How do we expect standards in general 
practice to rise without encouragement ? 


This is a very important matter, and we need more 
figures in addition to unassailable facts to answer those 
few who would restrict access. We must also have 
such figures on the following questions if we are to plan 
for the future: What facilities are available? What 
use is being made by general practitioners at present 
where facilities are available? Are the departments 
being used in efficient and sensible ways by general 
practitioners ? What can be done to improve facilities, 
and what can be done to teach the general practitioner to 
use the departments in a proper manner? Do we need 
“courses” in the use of these departments by the 
radiologists and pathologists in charge ? 


The Hospital as a Local Medical Centre 

One of the drawbacks of the National Health Service 
has been more and more to divorce the family doctor 
and the hospital from each other. These contacts have 
been few and are decreasing. There is a need for the 
hospital to take a lead to re-establish closer links. The 
hospital, apart from running formal postgraduate 
refresher courses (as many do now), should set aside a 
room (or rooms) to serve as a local medical club where 
all medical personnel, including general practitioners, 
public health workers, midwives, and health visitors 
would be welcomed to meet informally and discuss 
problems over teacups. There is great scope for the 
initiatives of administrators here. 

It is to the future that we must now turn, and after 
a decade of the National Health Service there is a need 
to pause, reflect, and take stock. 


Integration of Services 


A significant defect of the National Health Service has 
been the tendency to place general practitioners, public 
health, and hospitals in three fairly watertight 
compartments, with resulting duplication and even 
triplication of services—wasting time, manpower, and 
money. 

It would seem only reasonable for all three to work 
together in unison for a common goal—the welfare of 
the patient. For this goal no new legislation is necessary 
or desirable ; no directives need be issued, but merely an 
awakened spirit of co-operation and good will from 
all in the medical services of the country. 


It would be so much easier if instead of having, as 
at present, the three divisions—the executive councils, 
hospital management committees, and local authorities 
—all working independently in their own fields, we had 
all three working together in one building under one 
roof and under one head in a common Joca! health area. 
Here the administration and organization would be as 
one and based at the main local hospital, the hospital 
acting as the administrative centre for general practice 
and public health as well as the hospital services. 


The Hospital of the Future 


In-patient Services—An even quicker turnover should 
be possible by discharging maternity and surgical cases 
to general practitioner care earlier. It is doubtful 
whether there is really a shortage of beds, and we should 
not automatically think in terms of new hospitals with 
more beds as an aim for the future. 


The out-patient department of the future should be an 
important link between the domiciliary services and the 
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hospital and the M.O.H. and his workers, working 
closely with the almoner. 

Investigation Facilities —Facilities for investigating 
their own patients must be available to all general 
practitioners. These facilities should be in established 
hospital departments, and we certainly should not 
contemplate planning and developing a whole circuit of 
diagnostic centres with unnecessary expense and waste 
of limited manpower. To help the general practitioner 
in using these facilities there should be courses on how 
to use them. 

Projection of Hospital Services. — Domiciliary 
consultations have been a great success. Why not 
develop this emergence of the hospital into the field 
and have hospital teams available to help the general 
practitioner at home with the care of the aged, in 
paediatrics (as at Paddington and in Rotherham), and 
in acute medical conditions? Help for the family 
must be available in close co-operation with social 
workers of the local authority. 

Medical Officer of Health—His future is in the 
balance. Is he to become more and more a desk 
administrator, or will he resume his old place as a 
clinician 2? Unless he alters his outlook his future is 
very uncertain. I would like to see him re-enter clinical 
medicine as a consultant in social medicine, with full 
rights as a consultant. Par excellence, he must be the 
co-ordinator of all local social medical services, 
especially at home. He should be allowed to supervise 


all social workers, including the almoners in hospital, 
and he should be available for domiciliary consultations 
at the request of the general practitioner in difficult 
social problems. 

As a co-ordinator he should be responsible for the 
smooth and harmonious working of the health services 
in his area. This might not be as difficult as it sounds, 
for it depends largely on the good will and desire to 
work together of all concerned. 


Conclusions 


There is still a tendency to look on a hospital as a 
place for diagnosis and treatment of the more serious 
diseases of the community. Patients are still afraid of 
going to hospital, and feel they are places where most 
people die. (They are quite right.) 

In the future the hospital should play a wider part. 
It must act as the leader of local health services, 
extending its work into domiciliary care, preventive 
medicine, and towards maintaining health rather than 
curing established diseases. 

These new and exciting functions can be carried out 
only by a spirit of closer co-operation between the three 
health services. The materials and organizations are 
available. All that is necessary is leadership by example 
and demonstration from individuals with keenness and 
a surfeit of original ideas in all branches of the National 
Health Service. 


British Medical Association 


PROCEEDINGS 


The Council of the Association met on March 24 and 
25 with Dr. S. WAND in the chair. 


Medical Practices Advisory Bureau 


The Council received the report on the work of the 
Bureau. 

“There has been almost a fear of unemployment 
among doctors and of the output of medical schools 
exceeding requirements,” said Dr. A. B. Davies, 
mentioning that that was the reason for the setting up 
of the Willinck Committee. “ The report of the Medical 
Director of the Medical Practices Advisory Bureau, Dr. 
L. S. Potter, shows that the core of long-term 
unemployment is a very small number indeed.” The 
report showed that it was difficult to obtain assistants 
and, indeed, assistantships with a view to partnership 
in many areas because finance was made secondary to 
choice of locality. The second point was the difficulty 
of filling the number of requirements for locums. In 
1958 only 40% of requirements were being filled. This 
applied both for hospitals and general practice. 

This shortage of locums would be difficult at the best 
of times, but for those doctors who had to leave their 
practices to attend meetings and for other work it was 
a real problem. Dr. Davies continued: “ This coming 
summer it will be a very grave problem to many doctors 
throughout the country. There has been a protracted 
epidemic of influenza, and doctors have given their 
services unsparingly to the public. It is only right that 
as many of them as possibly can should obtain a 
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reasonable vacation this year. It is for that reason that 
I think attention should be drawn to the apparent 
shortage of assistants and a very grave shortage of 
locums.” 

Dr. Davip BROWN asked where the locums were to 
come from—was there going to be formed in the future 
a pool of locums whereby young men could obtain a 
better insight into general practice? Dr. N. DouGLas 
said that doctors felt that their terms of service had 
been so altered by reason of their not being able to get 
a holiday that they were very dissatisfied with the 
National Health Service. The result of the situation 
was that life was not worth living. 

Dr. Davies said that the matter was to be considered 
by the Deputizing Arrangements Subcommittee of the 
General Medical Services Committee, and in the 
meantime Dr. Potter’s report was to be sent to the Royal 
Commission on Doctors’ and Dentists’ Remuneration, 
in view of the fact that it had been indicated to the 
Commission by certain witnesses “that there is a vast 
queue of people unable to get employment.” Council 
thanked Dr. Potter for his report. 


Commonwealth and International Advisory Bureaux 


Mr. A. M. A. Moore presented the reports of the 
Commonwealth Medical Advisory Bureau and the 
International Medical Advisory Bureau. The main aim 
of the former was to welcome, on behalf of the 
Association, doctors visiting Britain from other parts of 
the Commonwealth and provide them with a personal 
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advice service. The commonest form of inquiry 
concerned postgraduate education, Mr. Moore told 
Council. The Bureau also helped doctors from the 
Commonwealth to find accommodation. 

The International Medical Advisory Bureau, among 
other things, assisted members of the B.M.A. in this 
country to arrange holiday exchanges with doctors or 
their families in foreign countries. Last year 544 
inquiries about exchanges were received and it was 
known that 231 were arranged. Mr. Moore also 
reported on the Bureau’s work for the Hungarian 
refugee doctors. During the year three had left for 
other parts of the Commonwealth, 28 were studying for 
the Scottish triple qualification, and 13 passed their final 
examination for this qualification, said Mr. Moore. 
Hungarian doctors had written saying how much they 
had appreciated the help given them. 

The Council approved the report on the work of the 
Bureau with acclamation. 


Assistants and Young Practitioners 


Dr. Davies, as chairman of the General Medical 
Services Committee, presented a memorandum of 
evidence which the Assistants and Young Practitioners 
Subcommittee wished to be presented to the Royal 
Commission. They had their own point of view, said 
Dr. Davies, and it obviously clashed very substantially 
with some of the opinions which the Association had 
given in evidence. “ Nevertheless the General Medical 
Services Committee thinks it is right that these views, 
representing a considerable minority of the profession 
—there are some 5,000 younger members of the 
profession on the electoral role of the Assistants and 
Young Practitioners Subcommittee — should be 
submitted as a minority view.” 

It was agreed that the memorandum should go to the 
Royal Commission with an explanatory statement that it 
was the evidence of a minority group and with the 
proviso that the views expressed were not those of the 
Association as a whole. 


Financial Statement 


“T am pleased to say that for the last three or four 
years we have constantly increased the number of 
members,” Mr. L. DouGAL CALLANDER, the Treasurer, 
told Council when he presented the financial statement 
for the year ended December 31, 1958. He also 
reported that the returns on rents of property owned by 
the Association had increased and investments were 
producing more. “It is the second year since the 
subscription was increased that we have been able to 
put any money to reserve, which was the main aim when 
we advocated the increase in subscription,” said Mr. 
Callander. He warned, however, that it had been 
possible only because of the surplus which the Journal 
had been able to hand over. Publication business was 
always subject to violent fluctuations in costs. 


Organization 


The Organization Committee, whose report was 
presented by Dr. RONALD GIBSON, recommended 
retaining the current arrangements whereby Annual 
Representative Meetings extend over a Sunday. It also 
recommended that there should be a daily progress 
Teport of the business of the meeting by the Agenda 
Committee, and that the Agenda Committee might, 
with the permission of the meeting, recommend an 
Overall reduction in the time limit of speeches. 


Dr. F. Gray complained of the long appearances on 
the platform that occurred on the first day, and, as a 
result, very delicate matters had to be rushed on the last 
day. Dr. W. WooLLey suggested that, instead of cutting 
speakers’ time from the first day, the standing orders 
should be amended. Dr. S. Noy Scorr said that the 
primary duty of the Representative Body was to discuss 
the report of Council; many of the controversial 
matters that came up for debate were not in that report. 
Dr. A. TALBOT ROGERS also thought that the standing 
orders might be looked at. Dr. H. Guy Dain protested 
against limiting the time of speeches. He did not know 
any argument which could be put over in two minutes. 
The speaker should be allowed a proper time for his 
speech. 

The Council approved these and other recommenda- 
tions of the Organization Committee. One provided for 
the reconstitution of the membership of the Public 
Health Committee and for it to become a 
constituency of the Representative Body, following the 
precedent already adopted in the case of the Central 
Consultants and Specialists Committee. Another, which 
Dr. Gibson said had engaged the Organization 
Committee for a great amount of time, considered it 
unnecessary to amend Article 40 as proposed by the 
A.R.M. in 1958; the proposal was that Council should 
be able to delay implementation of a Representative 
Body resolution. “The solicitors have made a strong 
point that if the Representative Body could not trust the 
Council then all it has to do ultimately is to ask Council 
to resign,” said Dr. Gibson. It was for the Council to 
decide when or how resolutions were to be implemented. 

Under another recommendation married women 
doctors who have temporarily retired from practice will 
be granted a concessional subscription rate of £3 3s. for 
any period during which they are doing no medical 
work. Dr. GIBSON said: “Letters have been received 
from staunch members of the Association who, having 
married non-medical men, find themselves isolated. We 
feel these members should be encouraged.” If and 
when they took up medical employment again, they 
would pay the full rate. 


Torquay Arrangements Committee 


The Arrangements Committee for the A.R.M. at 
Torquay in 1960 recommend that a debate should be 
included in the scientific programme, and Dr. Noy 
Scott produced a recommendation that the subject for 
debate should be: “That this House regrets that 
medicine has become a favourite topic for the press and 
television.” Dr. W. E. DorNAN moved the reference 
back, because, he said, a large body such as the Council 
was not suitable for deciding on a subject for a debate. 
Dr. Noy Scott accepted the reference back. 


Annual Clinical Meeting, Norwich 


The report of the Committee of Management of the 
Annual Clinical Meeting in Norwich in October was 
moved by Dr. P. R. WILSON. It recommended that one 
of the panel discussions should be on tetanus. Norfolk 
was an area where there was, perhaps, the most tetanus 
in the country, said Dr. Wilson. 


Election of Vice-President 
The Council, on the recommendation of the Office 
Committee, decided to recommend to the Representative 
Body the name of John Alexander Pridham, of 
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Weymouth, for election as a Vice-President of the 
Association. “I know of very few more loyal servants 
of the Association over very many years,” said Dr. S. 
WAND, chairman of the Office Committee, in putting the 
recommendation. 


* Getting Married ” 


After a long debate on the Family Doctor publication 
“ Getting Married” the Council, on the second day of 
its meeting, passed, with two dissentients, the following 
resolution, proposed by Dr. R. P. Liston and seconded 
by Mr. LoGAN DaAHNE: 

The Council wishes to make it clear that views 
expressed in the booklet “Getting Married,” 1959, a 
booklet issued to the public, are the views of the 
contributors and were subject only to customary editorial 
responsibility. The Council much regrets that this 
booklet has given offence to certain sections of the public 
and of the medical profession. The Council has therefore 
decided to confirm the action of its Chairman and not to 
make further copies available to the public. 

Dr. O. C. Carter, chairman of the Family Doctor 
Committee, who was present by invitation, assured 
Council that his Committee would investigate the present 
position of Family Doctor and its associated publications 
from the standpoint of both policy and finance. On this 
assurance, a motion of a similar kind was withdrawn. 


Private Practice Committee 
Medical Aspects of Cremation 

Dr. I. M. Jones, chairman of the Committee, recalled 
that at its meeting on January 28 the Council approved 
a memorandum on the medical aspects of cremation 
which had since been submitted to the Home Office 
Working Party on Cremation. In its draft form the 
memorandum contained a section dealing with the 
qualifications and experience of medical referees, but 
the Private Practice Committee agreed not to submit 
that section to the Council until the Public Health 
Committee had considered it on February 13. The 
Public Health Committee expressed the view that as 
the appointment of medical referees was in the hands 
of a body as responsible as the Home Office the 
determination of the necessary qualifications and 
experience could safely be left to the discretion of the 
Home Secretary, and it was not necessary to advise 
him on the requisite qualifications (Supplement, 
February 28, p. 73). The Public Health Committee also 
stated that it was not aware of any difficulties arising 
from the present requirements of the Cremation 
Regulations, and asked that the last two sentences of 
the draft section which defined qualifications be omitted. 
Dr. Jones gave various reasons why his Committee was 
unable to accept that amendment, among which was 
that the ability to reach a decision on the definite 
ascertainment of the cause of death, and the exclusion 
of unnatural cause, must rest upon either considerable 
experience in the general practice of medicine or special 
knowledge in the field of forensic medicine. Therefore 
the Private Practice Committee recommended that 
additional evidence be approved by Council for 
submission to the Home Office Working Party on 
Cremation endorsing its earlier observations on the 
report of the Departmental Committee on Cremation 
(1950), and emphasizing that the medical referee held 
a position of great importance and responsibility to 
the public security. Accordingly, Council should 
recommend that the cremation medical referee should 
be “a practitioner with wide experience in the general 


practice of medicine or have special knowledge in the 
field of forensic medicine.” In the Committee’s view it 
could not be reasonably expected that the necessary 
experience would be gained in less than ten years from 
the date of qualification. 

Dr. J. B. Tittey, chairman of the Public Health 
Committee, stated that at the present time local 
authority medical officers constituted the majority of 
those acting as medical referees of crematoria, and the 
work was being carried out quite satisfactorily. At the 
same time, he added, there appeared to be no reason 
for insisting on an arbitrary figure of ten years’ 
experience. Dr. H. D. CHALKE considered the 
recommendation one of the most dangerous and 
appalling he had ever seen on a Council agenda paper. 
He would not tolerate, he said, any suggestion that 
medical officers of health doing this work in this country 
were not competent to do it. 

Dr. A. B. Davies said he supported Dr. Jones to the 
hilt. The Private Practice Committee had gone into the 
matter in very great detail, and its sole concern had 
been to establish beyond any doubt public confidence 
in the status of the referee. The Council finally agreed 
to the deletion of the words “ general” and “ or have 
special knowledge in the field of forensic medicine,” and 
accepted a suggestion by Dr. W. Woo ..ey that those 
giving oral evidence should make the Association’s policy 
on appointments quite clear. 

At the same time, the Council accepted a 
recommendation by the Central Consultants and 
Specialists Committee that the memorandum be amended 
to recommend that when a necropsy had not been done 
Form C of the Cremation Certificate should be accepted 
when signed by a member of a hospital medical staff 
of not less than five years’ standing, irrespective of the 
grade of the appointment he held, provided he had not 
been in charge of the case or directly concerned in its 
treatment. 


Public Health 
Egg Products 


Dr. J. B. Tittey, chairman of the Public Health 
Committee, informed Council that an approach had 
been made to the Ministry of Health and the British 
Egg Marketing Board about a minute of the A.R.M., 
1958, requesting the Government (1) to ban the import 
of infected egg products, and (2) to control the 
production of home dried and frozen eggs to prevent 
infection. As regards (1), the Ministry explained that 
medical officers of health already had power to examine 
and sample imported egg products on arrival in this 
country, to detain them if necessary for up to 48 hours 
(or longer with the importer’s consent), and to seize any 
batch found to be infected. As to (2), the Ministry 
stated that no dried egg was produced in this country. 

Council accepted a recommendation to report this 
information to the A.R.M., and to inform the A.R.M. 
that, although it regarded the present position as 
reasonably satisfactory, there were no grounds for 
complacency and that the situation should be kept under 
review. 

M.O.H.s as Medical Referees of Crematoria 

Dr. Tilley reported that, after consultation with the 
Public Health Committee (Scotland), his Committee had 
drawn up a statement of policy on the matter of 
remuneration for the local authority medical officer who 
accepted an appointment as medical referee of 4 
crematorium, and recommended that Council approved 
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the statement. The Council was asked to express the 
view that a local authority medical officer acting as 
medical referee should receive additional remuneration. 
Dr. I. M. JoNEs pointed out that the Private Practice 
Committee, which was dealing with the question of fees 
for medical referees of crematoria, had not been given 
an opportunity of considering the matter, and it was 
agreed that the Private Practice Committee should also 
negotiate fees on behalf of local authority medical 
officers appointed as medical referees of crematoria. 


Central Consultants and Specialists 
Hospital Building 

A number of recommendations made to Council by 
Mr. H. H. LaANnGstTon, chairman of the Central 
Consultants and Specialists Committee, were accepted. 
Most of them concerned memoranda which required 
the approval of Council before being submitted to the 
Representative Body for adoption as policy of the 
Association. One such document was a “ Report on 
Hospital Building,” by Mr. Lawrence Abel and Mr. 
Walpole Lewin.* Professor D. E. C. MEKIE described 
the report as one of the most statesmanlike documents 
to have been placed before the Council. It raised matters 
of deeper principles than the building of new hospitals, 
he said. It raised questions of their organization, and 
he suggested that the memorandum should be used as 
evidence by the Association both to the working 
committee considering hospital staffing and to the Porritt 
Committee. 

Dr. J. A. L. VAUGHAN JONES congratulated Mr. 
Lawrence Abel and Mr. Lewin on their report, but 
thought that some figures required bringing up to date. 
For example, his information was that the cost of the 
modern hospital was between £6,000 and £7,000 a bed. 

Dr. A. B. Davies said that the General Medical 
Services Committee had two major criticisms of this 
excellent memorandum on hospital building. The first 
was that it did not contain the criticism of the system 
whereby money had to be spent in the year it was 
allocated, which resulted at the end of the financial year 
in money being used up on minor projects instead of 
being kept towards major schemes. Secondly, the 
Committee felt strongly that there should be greater 
emphasis on the need to bring family doctors into 
hospital. There ought to be an increase in the number 
of general practitioner beds. 


Professions Supplementary to Medicine 
The Central Consultants and Specialists Committee 
also recommended that the following resolution, adopted 
by the Council last November (Supplement, November 
22, 1958, p. 218), be forwarded to the Ministry of 
Health : 


That the Council is opposed to the present scheme for 
the statutory registration of professions supplementary to 
medicine, and that no scheme would be acceptable which 
did not give the medical profession a greater influence 
in the training and ethical standards of the supplementary 
professions. 

Mr. LANGSTON informed Council that there had been a 
further meeting between representatives of the Joint 
Consultants Committee and the Ministry on March 23 
at which the Chairman of the Joint Committee made it 
plain that the scheme which had been propounded was 
not acceptable. 


*The report is published at page 109 of this Supplement. 


Science Committee 


The Council accepted a recommendation of the 
Science Committee that a further expansion of the 
scientific activities of the Association be embarked on. 
This, explained Professor D. E. C. MeEKIE, would 
demonstrate to the profession and the general public 
the Association’s abiding interest in scientific matters. 
Many subjects had been considered as being worthy of 
investigation, and in making the recommendation the 
Committee considered it important that the topics should 
be both scientifically desirable and also have direct 
implications for the community. It was proposed to 
proceed immediately with the appointment of special 
committees to investigate immunization-and accidents 
in the home. 


Use of Library by Medical Students 


Another recommendation, that medical students who 
were able to furnish an appropriate card of recommenda- 
tion from the dean or librarian of their medical school 
be granted the use of the B.M.A. library for reference 
purposes, was accepted. Such a card of recommendation 
would normally be valid for one visit, the librarian 
being authorized, at his discretion, to permit further 
visits to be made if satisfied that they were necessary in 
order that the student might complete his research. 

Other recommendations concerning prizes and awards 
were adopted by Council. 


Compensation and Superannuation 


Dr. A. N. MArTHias, chairman of the Compensation 
and Superannuation Committee, informed Council that 
after representations made by the Committee the 
Minister had issued a direction constituting the Medical 
Research Council an employing authority for the 
purposes of superannuation. This removed an anomaly 
which caused hardship to a minority of those in receipt 
of M.R.C. research grants. 


Scottish Council 
Random Sampling 


Dr. G. W. IRELAND, chairman of the Scottish Council, 
reported that a pilot inquiry had now been completed 
in respect of random sampling. Of 104 general 
practitioners circularized 84 had replied, and out of 
approximately 1,250 questionaries issued to general 
practitioners in Scotland some 800 had been completed 
and sent back. 


Central Ethical Committee 


Dr. E. C. Dawson reported that, in reply to an 
inquiry, the Committee had reaffirmed the principle 
contained in a ruling made in 1913 that there would be 
no objection to exhibiting a notice in a waiting-room 
that a practitioner was not on the panel, but it was 
unethical to state on a doorplate that a practitioner was 
“not on the panel.” The Committee expressed the 
opinion that it was undesirable for a practitioner to 
indicate on his doorplate that he did not undertake the 
treatment of patients under the National Health Service. 

Dr. J. B. W. Rowe asked for some indication why 
the Committee felt it was undesirable in present-day 
circumstances. Dr. DAwson replied that the Committee 
felt that there had been no change in principle since 
1913. 


nthe 
ewit | = 
ssary 
from | 
} 

ealth 
local 
of 
d the 
t the 
ears’ 
the 

and 
aper. 
that 
intry 
the 
the 
had 
lence 
sreed = 
have 
and 
those 
olicy 
‘ 
d a 
and 
nded 
done 
»pted me 
staff 
f the 
not 
in its 
ealth 
ha 
ritish 
..M., 
iport 
the 
vent 
that 
mine 
this 
jours 
any 
istry be 
y. 
this 
R.M. 
1 as 
for 
inder 
the 
had 
r of 
who 
of a = — 
oved 


130 . Aprit 4, 1959 


ASSOCIATION NOTICES 


SUPPLEMENT to tHe 
BRITISH MEDICAL JouRNAL 


Film Committee 


Dr. R. P. Liston, chairman of the Film Committee, 
presented its report. The Council agreed to delete the 
words “ who [a panel of expert judges] will pay special 
regard to the value of the film to the Film Library and 
the likelihood of its frequent use ” from the “ Conditions 
of B.M.A. Film Competition.” It was felt that such a 
provision might make the producer of an excellent film 
on a medical subject of interest only to a specialist 
audience reluctant to enter it in the competition in view 
of its apparently limited appeal, and consequently a 
good film would be lost to the Film Library. 

Council also accepted a recommendation that an 
additional heading “ Audience for Whom Film is 
Designed ” be included in the entry form for the 1959 
Film Competition, and that the final adjudicating panel 
should comprise the Film Committee. 


Medico-Legal Film 


The University Grants Committee had informed the 
Committee that it was unable to assist in the production 
of a medico-legal film. The Committee felt that it was 
an important subject and had approached the medical 
defence societies about the production of such a film. 


Charities Committee 


Dr. R. Cove-SMITH presented the report of the 
Charities Committee. He reported that up to 
February 13 103 covenant forms in respect of the 
Charities Trust Fund had been received. The net value 
was £239 and gross value, after reclaiming tax, £416 
per annum. A further 100 covenant forms earmarked 
for special funds had also been received. 


Draft Annual Report 


Subject to adjustment by the Chairman, in accordance 
with decisions of the meeting, the Annual Report of 
Council was approved for submission to Divisions and 
Branches. 

Other Committees 


The reports of the Journal, Catering, Estates, and 
Public Relations Committees were also dealt with, 
together with the reports of the Joint Committee of the 
B.M.A. and the Magistrates’ Association and the Joint 
Committee of the B.M.A. and the Royal College of 
Nursing. 

On the motion of the CHAIRMAN, 437 candidates were 
elected as members of the Association. 


Association Notices 


REPRESENTATIVE BODY 1959-60—ELECTION OF 
FOUR REPRESENTATIVES OF PUBLIC HEALTH 
SERVICE MEMBERS 


Notice is hereby given that nominations of candidates for 
election as representatives of Public Health Service members 
of the Association in the Representative Body for 1959-60 
must be forwarded in writing so as to reach me not later 
than Saturday, April 25, 1959. 

Candidates must be Public Health Service members as 
defined in By-law 1, and nominations must be by not less 
than two such members, upon the prescribed form, copies of 
which can be obtained on application to me. 


D. P. STEVENSON, 
Secretary. 


Diary of Central Meetings 
APRIL 


8 Wed. Occupational Health Committee, 10.30 a.m, 

8 Wed. Deputizing Arrangements Subcommittee, G.M.S, 
Committee, 2 p.m. 

9 Thurs. — Subcommittee, Science Committee, 

30 a.m. 

9 Thurs. Staff Side, Committee C, Medical Whitley 
Council, 11.30 a.m. 

9 Thurs. Trainee General Practitioner Scheme Advisory 
Committee, G.M.S. Committee, 11.30 a.m. 

9 Thurs. Alternative Service Subcommittee, G.M.S. Com- 
mittee, 2 p.m. 

9 Thurs. Science Committee, 2 p.m. 

9 Thurs. Committee C, Medical Whitley Council (at 14, 


Russell Square, London, W.C.), 2.30 p.m. 


Branch and Division Meetings to be Held 


BristoL Division.—At Ashton Court Country Club, Beggar 
Bush Lane, Failand, Monday, April 6, 8.10 p.m., informal 
reception for members and their guests. 

BuRNLEY Division.—At Reedley Hall Nurses’ Training School, 
Reedley, Thursday, April 9, 8.30 p.m., joint meeting with Burnley 
and District Incorporated Law Society. Informal discussion to 
be opened by Mr. Donald Race and Dr. H. C. Palin: “ Value of 
Medical Evidence.” 

Dewssury Division.—At Board Room, Dewsbury General 
Infirmary, Friday, April 10, 8.30 p.m., B.M.A. Lecture by Mr. 
A. L. d’Abreu: “ Surgery of the Heart and Great Vessels.” 

East Kent Drivision.—At Chez Laurie Restaurant, Thanet 
Way, Herne Bay, Thursday, April 9, 7.30 p.m., dinner; 8.45 p.m., 
Dr. R. W. Barter: “* Recent Advances in Physical Medicine.” 

East Norrotk Drvision.—At Green Lounge, Bell Hotel, 
Norwich, Wednesday, April 8, 8 for 8.15 p.m., talk by Dr. 
Grantly Dick-Read, followed by a discussion, on matters 
obstetrical and others. 

East YORKSHIRE BRANCH.—At Hull Medical Society, 68, Park 
Street, Hull, Wednesday, April 8, 8.30 p.m., lecture by Dr. Sheila 
Sherlock: “* Recent Advances in Liver Disease.” 

Giascow Division.—At Glasgow Regional Office, 9, Lynedoch 
Crescent, Glasgow, Thursday, — 9, 8.30 p.m., annual meetin 

GLOUCESTERSHIRE BRANCH.—At Drawing Room, Town Hall, 
Cheltenham, Thursday, April 9, 6.15 p.m., B.M.A. Lecture by 
Sir Gordon Gordon-Taylor: “In v+y:~ ” (illustrated 
lantern slides). Dinner will follow at the Moorend Park H 
Members and their ladies are invited. 

GOooLe AND Division.—At the White Elephant, Snaith, 
Thursday, April 9, 7.30 p.m., address by Mr. Carlile 
(H.M. Coroner). 

Harrow Drvision.—At Tithe Farm House, Eastcote Lane, 
South Harrow, Tuesday, April 7, 8.30 for 8.45 p.m., B.M.A. 
Lecture by Professor Alan Moncrieff: “Child Care To-day.” 
Wives of members and members of Wembley Division and their 
wives are invited. 

KENSINGTON AND HAMMERSMITH Division.—At West London 
Hospital, Hammersmith Road, W., Tuesday, April 7, 8.30 p.m., 
symposium: “‘ General Practitioner Anaesthetics.” 

Reicate Drvision.—At Redhill County Hospital, Tuesday, 
April 7, 8.30 p.m., lecture and film by Mr. J. D. Andrew: 
“Penguins of Antarctica.” Wives of members, and friends, are 
invited to attend the meeting. : 

SouTH-EasT Essex Diviston.—At Middleton Hotel, Friday, 
April 10, 9 p.m., annual buffet dance. 

SouTtH Essex Drvision.—Friday, April 10, visit to Shell Haven. 
Meet at Training Centre, 12 noon, for lunch at 12.30 p.m. 
followed by tour of refinery. 

SouTH-west Essex Drvision.—At Board Room, Langthorne 
Hospital, E., Wednesday, April 8, 8.30 p.m., discussion to be 
opened by Mr. Brian Roberts, M.A. (Daily Telegraph), followed 
by Dr. J. A. Moody: “ The Press and the Medical Profession. 
Members of Stratford Division, B.M.A., and members of local 
branches of Institute of Journalists and National Union of 
Journalists are invited. 

West DersysHire Drvision.—At Physiotherapy Department, 
Whitworth Hospital, Darley Dale, Wednesday, April 8, 8.30 p.m., 
meeting. Professor W. F. Gaisford: “ Paediatrics for General 
Practitioners.” 

WiGan Drtvision.—At Prince of Wales Hotel, Southport, 
Wednesday, April 8, 7.30 for 8 p.m., annual dinner and dance. 
Non-medical guests invited by members will be welcome. 


Corrections.—Dr. A. V. Russell is the chairman of the 
Amending Acts Committee and not Dr. H. H. D. Sutherland, as 
reported in last week’s Supplement at page 104. 

The address of Mr. C. R. S. Jackson, joint honorary secretary 
of the Section of Ophthalmology at the forthcoming Annual 
Meeting, should be 1, Melville Street, Edinburgh, and not 3, 
Circus Gardens, as printed in the programme (Supplement, 
March 21, p. 95). 
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